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HAT sex plays an important role in determining the degree and 

quality of pathologie lesions and reactions to injury in the hu- 
man species has long been recognized by students of nosogeny. Our 
textbooks, in considering the incidence of any given disease, commonly 
devote a paragraph to sex, as well as to age, race, oeeupation, and 
other factors bearing upon etiology or pathogenesis. In such para- 
graphs, not only are differences in the incidence of the given disease 
in the two sexes discussed, but also the modifications and variations 
in symptomatology, pathology and sequelae. Sex differences in the 
manifestations of disease thus recognized and elassified are usually 
explained by, or attributed to, the differences in anatomie structure 
and physiologic functions of the primary and secondary sex organs, 
and to differences in occupation, dress, habits, and other faetors of 
the environment. In recent years, the endocrinal secretions, as eon- 
tributory or determining factors in the creation and maintenance of 
sex characters, have been accorded a prominent réle. Beyond these 
explanations of sex differences we have hardly gone. Of broader 
biologie and constitutional, inheritable factors, sex-limited genetie bio- 
logic characters, we know almost nothing at present. It is of signif- 
icance that we do know a little more about sex-limited genetic char- 
acters of a pathologie value than we do of the normal. 


Nore: The Editor accepts no responsibility for the views and statements of 
authors as published in their ‘‘Original Communications. ’’ 
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Let us very briefly review our knowledge as to normal sex differene 


es, 
Studies upon lower forms of animal life make us believe that sex is 


determined through the gametes at the time of union of the two germ 
cells, sperm, and ovum, but is revealed only later in the development 
of the embryo, through the differentiation of ovary or testis. The 
old proverbs apply here: ‘* Woman is what she is because of her ova- 
ries alone,’’ ‘*The testis makes the man.’’ These organs, the ovaries 
and testes, have a double funetion, endocrinal and spermatogenie, 
The endocrinal function is the first to become active, and in connec- 
tion with the other endocrinal glands, hypophysis, thyroid, thymus, 
adrenals, and others, determines the general development of the body 
as well as of the sexual sphere. The first decade of life is chiefly that 
of constitution development ; from the tenth year on the sexual develop- 
ment predominates. In this general development sex differences 
appear in height, shoulder breadth, heart and lunes, breadth of hips, 
musculature, distribution and amount of adipose tissue, pelvic diam- 
eters, pigmentation, growth of hair, voice, ete. The establishment of 
the spermatogenic function and ovulation marks a striking biologic 
difference in the two sexes; the female begins to ripen two years 
earlier than the male, and completes her puberty about four years 
earlier than the boy. Full maturity of development is usually reached 
by the female by twenty-four vears of age; that of the male not until 
twenty-eight vears. The fully developed sexes show still greater dif- 
ferences; in the male the animal qualities predominate; in the female 
the vegetative. Men show much greater variation in) personality ; 
women show the racial characters in a purer form. For this latter 
reason the female is much better adapted for race determination than 
the male. The female shows also a greater power of adaptation than 
does the male. For this reason she shows also a ereater measure of 
evolutionistic progression than he. The smaller face and jaw, the lack 
of wisdom teeth, the retrogression of the little toe, and the longer 
index finger are more frequently seen in women than in men, 

The primary biologie differences in the sexes are therefore genetic, 
constitutional and endoerinal; these are evolutional. The secondary 
differences are those produced by the environment of domestication. 
Upon this combination of evolutfonary and environmental factors 
must depend the differences also in reaction to injury. A given inju- 
rious agent may not produce the same lesion and subsequent reaction 
in the two sexes. In other words, the same disease may manifest it- 
self very differently in the male and in the female. We are excluding 
here all of those affections of the male and female sex organs that are 
definitely connected with the structure and functions of these parts; 
and would consider only the biologie sex differences of reaction to a 
common cause of injury acting upon identical or homologous organs 
and tissues; as, for example, differences in reaction to the same para- 
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site, poison, or other extrinsic injurious etiologic agents of our com- 
mon and important diseases. 

Of all of the important plagues affecting mankind, no one shows 
ereater differences of reaction and manifestation in the two sexes 
‘diets does syphilis. In the four centuries in which we have had elin- 
ical knowledge of this infeetion, there has occurred one observation 
after another ealling attention to these differences in the clinical 
picture of syphilis in the two sexes, practically always to the same 
end, a recognition of its milder quality in the female, of a certain 
degree of immunity possessed by the latter, and of its tendeney to 
become latent in her during the child-bearing period, but revealing 
itself in her children. While these clinical facts are generally recog- 
nized and described in our textbooks, we possess practically no defi- 
nite knowledge as to differences in the underlying pathologie pie- 
tures existing In the syphilitic male and female. Their observation 
has been clinical rather than pathologie. In my own pathologie stud- 
ies of syphilis these differences in the quality and degree of the syph- 
ilitic lesions in the two sexes have impressed themselves upon me as 
very marked and possessing a very great significance, not only from 
the scientific standpoint, but also from that of the practical medical 
and sociologie points of view. These pathologie differences and varia- 
tions can perhaps be best shown by a systematic comparison of the 
same localizations of spirochetes and the resulting lesions in male and 
female cases of syphilis. The chronologic development of the infee- 
tion will be followed also in this comparative pathologie study. The 
comparative pathologic studies given here are based upon the micro- 
scopic study of the organs and tissues obtained from over fifteen hun- 
dred autopsies on subjects showing pathologic evidences of latent or 
active syphilis. Three-fourths of these cases were males, one-fourth 
females. In addition to the autopsy material, conclusions drawn from 
numerous diagnosti¢ examinations of biopsies and operative material 
are incorporated. From an immense amount of such material, the 
views as to the pathology of the primary lesion of syphilitic processes 
in skin and mucous membranes, tonsils, lymphnodes, genital tract, and 
rectum have been chiefly developed. From the autopsy material the 
views concerning the incidence of lesions in the central nervous sys- 
tem, cardiovascular system and the other viscera have been built up. 


COMPARATIVE PATHOLOGY OF SYPHILIS IN THE TWO SEXES 


Occurrence.—It is stated by many writers that the incidence of 
syphilis in the female is much less than in the male. With this state- 
ment I cannot agree. The apparent difference is easily explained by 


the faet that many women are syphilitic but show no clinical signs of 
the infection. There are probably just as many carriers of Spirocheta 
pallida in the female as in the male, if not more; but by far the 
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greater number of female spirochete carriers are undiagnosed. Their 
total lack of symptoms, or the mildness of their disease, the relative 
‘arity of neurosyphilis, severe cardiovascular syphilis, aneurysm, ete., 
in women, make the appearance of syphilitic women in the clinic 
much less frequent than is the case with males showing these severe 
forms of syphilis. Nevertheless, at autopsy, microscopic study of the 
viscera will reveal the fact that latent syphilis is also common in 
women, perhaps even more common than in males. 

Primary Lesion—rThe primary sore is much more frequently missed 
in women than in men, due in part to the different anatomie strue- 
ture of the organs of copulation. Chancre d’emblée, or syphilis with- 
out a chanere, is very much more common in women than in men, and 
is undoubtedly much more frequent in them than is usually supposed. 
The nonformation of a chanere is probably the rule when the entrance 
of the spirochete into the tissues takes place through the cervical or 


Fig. 1.—High power view of syphilitic perivascular infiltration, and infiltration that 
extended from primary lesion along the uterine vessels into broad ligament. 


uterine columnar-celled mucosa. Diffuse granulomatous infiltrations 
without much induration are the only local lesions in such cases, and 
these may be discovered only on microseopie examination. Yet, the 
microscopie picture of what were probably primary lesions in the 
endometrium is very characteristic and repeats the pathologie char- 
acters of syphilis elsewhere in the body. There is the usual perivas- 
cular proliferation and infiltration of cells of mononuclear, Lvinphoeyte, 
and plasma-cell type, and a progressive obliteration and new forma- 
tion of capillaries. In primary syphilis of the endometrium the char- 
acteristic perivascular infiltrations may extend along the blood vessels 
throughout the uterine wall, lessening as the distance increases, even 
into the broad ligament (Fig. 1). Primary chancre on the squamous- 
celled vaginal portion of the cervix is, however, quite a different 
thing. There is marked induration with purplish-red discoloration, 
cauliflower appearance and eroded or ulcerated surface, the gross 
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appearances so closely resembling those of careinoma, that the mis- 
take is usually made by the clinician. Every case of primary chanere 
of the cervix that I have seen was either removed as a caneer or diag- 
nosed in biopsies made on the suspicion of cancer; such large indurated 
chaneres are rarely seen in the male. Similar ones, however, are found 
elsewhere; it is the usual form found on the nipple of the female breast, 
and here again the clinical diagnosis has always been carcinoma, and the 
breast and Ivmph nodes removed as such. The microseopie characteris- 
ties of the large chaneres of the cervix are well shown in Figs. 2 and 3. 
The perivascular proliferations and indurations, giving a charaeter- 
istie whorled appearance to the blood vessels, are clearly evident in 
the one foeal plane. Upon the external genitalia the primary lesion 
in the female is in general much smaller and more atypical than in 
the male. Many women never know that they have such. Frequently 


Fig, 2.—Low power view of primary cervical chanecre, showing characteristic peri- 
vascular mantling with Iymphoecytes and plasma. cells. 


it is very ephemeral. The induration characteristic of the penile 
chanere is rarely present in the chanere of the labia. Still more in- 
conspicuous are those on the fourehette. On the other hand, chan- 
cres of the clitoris and urethral meatus are often eauliflower-like, 
resembling those of the cervix and nipple, and may also be mistaken 
for carcinoma, and operated as such. Summing up the characters of 
the primary sore in women, it may be said that undoubtedly a very 
large number of these escape detection, either by the patient herself 
or her examining physician, that they are as a rule smaller, less indu- 
rated, and more fugitive in the female than in the male, and that 
syphilitic infection without chanere development oceurs with proba- 
ble frequeney on columnar-celled mucosae. A striking exception to 
these most common characters is the occurrence upon the eervix, 


clitoris, urinary meatus, and nipple of hyperplastic cauliflower-like 
chaneres usually mistaken clinically for carcinoma. 
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Secondary Stage-—As is the case with the primary lesion the euta- 
neous manifestations of early generalized syphilis are distinguished 
in general by their milder character in women. The skin lesions may 
be so slight that they are not noticed, or they may not appear at all. 
The latter is) true particularly during the child-bearing period, 
Women who have had cutaneous lesions may develop them after the 
menopause, even when the infeetion is twenty or more vears old. As 
to other constitutional symptoms in early syphilis, there appears to 
be in the statistics available upon this point some evidence that a 
greater preponderance of women show constitutional symptoms than 
is the case with men (Fournier: 50 per cent of women and 25 per 
cent of men had constitutional symptoms from the time of the infee- 
tion; Stokes: 68 per cent of women and 42 per cent of men). Even 
When there are no, or very few skin lesions, some women show a well- 
marked toxemia during this stage in the form of a slight remittent 


at we 


Fig. 3.—Hisgher power view of syphilitic infiltration and proliferation in primary 
cervical chancre, 


fever that has been mistaken in some cases for malaria, typhoid, influ- 
enza, and rheumatie fever; the last named in particular, since it is 
often associated with the osseous, arthritic and myologic symptoms 
of early syphilis (so-called ‘‘syphilitie rheumatism’? of Virehow and 
earlier writers) that are much more common in women than in men. 
Diffuse headache, ostealgia, sternafgia, and pleurodynia are very com- 
mon in syphilitie women of this period, te a much greater degree than 
in men. An important point connected with this mistaken diagnosis 
of “‘rheumatie fever’? in both male and female syphilities, is that the 
real nature of later developing cardiac manifestations may be ob- 
secured and the myoeardial affection wrongly diagnosed as ‘‘rheu- 
matic’? rather than as syphilitic. The syphilitic nature of those 


so-called rhewnatic symptoms of early syphilis is frequently not recog- 
nized or even suspected by the practitioner. General malaise, ner- 
vousness, poorly defined gastric symptoms, and menstrual disturb- 
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ances also characterize this stage of syphilis in women. They also 
develop a well-marked anemia much more frequently than do men; 
a drop of 20 per cent in hemoglobin is not uncommon. The anemia 
is usually of the secondary type, and is associated with a relative and 
absolute lymphocytosis. Occasionally a chlorotic condition develops, 
a low hemoglobin with a normal red cell count. According to Stokes 
a moderate secondary anemia with Iymphoeytosis in women should 
always call for a Wassermann reaction, and a careful search for elin- 
ieal signs of syphilis. Of very great importance, however, is the faet, 
not usually recognized, that a very large proportion of women in this 
stage of syphilis will give a negative Wassermann, thereby rendering 
the differential diagnosis much more difficult. In my experience both 
renal and hepatic involvements occur more frequently in women dur- 
ing the secondary stage than in men, The most marked cases of 
tubular degeneration associated with early constitutional syphilis 
that I have seen have been in women (nephrosis syphilitiea). In such 
cases arsenical treatment is dangerous, and death may occur as the 
result. Later in the course of the secondary stage in women there 
frequently develops the lace-like pigmentary collar of the neck, con- 
sisting of nonpigmented areas (leucoderma colli, vitiligo) interlined 
or outlined with heavily pigmented areas. It may appear in the an- 
terior axillary folds, and occasionally over the entire body and is 
more marked in brunettes than in blondes. This condition is very 
rare in the male. Many writers consider it pathognomonic of syph- 
ilis in women. It is not affected by treatment and may persist for 
years. It may be the only evidence of syphilitic infeetion that ean 
be discovered in the patient. Syphilitic alopecia is also more common 
in men than in women. A slight icterus is also more frequently seen 
in syphilitie women than in men. 

Late Syphilis—In the majority of syphilitie women the disease be- 
comes latent throughout the child-bearing period; there may be total 
absence of clinical symptoms, the general health may be good, and 
the Wassermann reaction may be constantly negative. Nevertheless, 
such a woman may repeatedly give birth to children with congenital 
syphilis, or may have suecessive abortions or miscarriages. In many 
instances the woman is sterile, but it is probable that this sterility is 
due to the husband’s aspermatogenesis. Such latent cases may never- 
theless be infective. At the time of the menopause and later, the 
Wassermann reaction may become positive, and clinical symptoms of 
the disease may appear. These late lesions differ greatly from those 
of late syphilis in the male. The central nervous system and the car- 
diovascular apparatus are much less frequently involved than in the 
male; on the other hand lesions of the liver, pancreas, adrenals, ree- 
tum, subcutaneous tissues, and periosteum are much more common 


in women. Many syphilitie women, however, go throughout the re- 
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mainder of their lives without one single suspicion of syphilis ¢lin- 
ically, if they have no children or miscarriages. Nevertheless, the 
microscopic study of certain of the internal viscera at autopsy will 
betray the fact that the woman has been a spirochete carrier. The 
microscopic lesions of the female carrier show, however, a very great 
difference in loealization and intensity from those of the male ear- 
rier of Spirocheta pallida. The chief differences in the pathologie 
picture of syphilis in the two sexes will be briefly outlined below. 


Cardiovascular System —Syphilitie lesions in the aorta and _ heart 
of the male can be demonstrated microscopically in practically 100 
per cent of the cases, the lesions varying from very slight ones to 
those of very severe type. Very different is the case in the syphilitic 
female. In a large proportion of such, no characteristic gross or 
microscopic syphilitic lesions can be found in either aorta or heart; 
in others only the mildest forms of these lesions, clinically without 
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Fig. 4.—Aorta of male with latent syphilis. Usual type of aortic lesion in the 


mile syphilitic. Compare with Figs. 5 and 6, showing the usual degree of the aortic 
lesion in the female latent syphilitic. 


significance, but from the diagnostie standpoint of greatest impor- 
tanee, can be found, often only after extensive search, in the female 
aorta and heart. Severe syphilitic aortitis and myocarditis oeceur 
only in a small percentage of the cases, as compared to their very fre- 
quent occurrence in the male. According to Stokes, men with clinical 
cardiovascular syphilis outnumber women nearly four to one. In my 
autopsy material clinically important syphilis of the heart and aorta 
in the female has been relatively uncommon. Cases of severe syph- 
ilitie aortitis and myocarditis have occurred in this material. The 
majority of such cases have been in colored women; one of the most 
severe cases Was in a very muscular, hard-working Lrish serub woman. 
One severe diffuse syphilitic myocarditis was seen in a young woman 
with congenital syphilis (father a tabetic) ; another severe case was 
found in a woman who had an exophthalmie goiter and died from 
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larvngeal diphtheria followmeg partial thyroidectomy. No severe 
forms of acute syphilitic diffuse myocarditis have been seen in the 
female, against ten such cases in the male. There have been but two 
cases of syphilitie aortitis with aneurysm in this material. In the 
majority of syphilitie women microscopic lesions of syphilis when 
present in the aorta consist of very minute patches of fibrosis about 
the vasa vasorum extending up from the adventitia along these ves- 
sels into the media of the aorta. Small perivascular mononuclear or 
plasma-cell infiltrations may be usually found on prolonged search, 
but they are insignificant as compared with those found around the 
vasa vasorum practically every male syphilitie aorta. The eom- 
parison of these average aortic lesions in the male and female is shown 
by Figs. 4, 5, and 6.) The elinically unimportant myocardial lesions 
of latent syphilis in women consist of minute lymphocyte and plasma- 
cell infiltrations with local patches of fibrosis. Only one case of 


Fig. 5.—Slight spyhilitic lesion around the vasa vasorum in middle-aged female with 
latent syphilis. 
syphilis involving the aortic valve has been seen in the female, and 
this was also in a negress. Two cases of coronary artery syphilis 
with anginal symptoms associated with myocardial infaretion are also 
included in our material. Two eases of asthma with syphilis of the 
pulmonary arteries and showing right ventricle preponderance and 
mild grade of polyeythemia (‘‘Ayerza’s disease’’) have also been ob- 
served and studied. In general, it may be said that severe eardio- 
vascular syphilis is rare in female latent syphilities; but that just as 
severe forms as found in the male do occur occasionally, and that 
such cases usually show a racial disposition (negro) or are found in 
very hard-working muscular women. This suggests a possible rela- 
tionship between the myocardial and aortic localization of syphilis 
and overuse of the cardiovascular apparatus due to frequent strain. 


Liver—On the other hand, the liver is much more frequently the 
Seat of syphilitic localizations in women than in men. There are but 
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few opportunities for microscopic study of the liver in’ the early 
stages of constitutional syphilis, but in one case of a youne woman 
dying from salvarsan poisoning in the roseolar stage, multiple foeal 
neeroses containing colonies of spirochetes were found throughout 
the liver (Fig. 7). In the later stages of the disease, particularly in 
the postmenopause period, severe hepatic lesions occur in women 
about twenty-five times as frequently as in men. The chief form is 
that of the hepar lobatum, the coarsely nodular or lobulated form of 
gummatous hepatitis; the constricted or depressed portions of the 
liver between the nodules being the result of cicatricial contraction 
following the healing of a gumimatous hepatitis. A more or less 
patchy form of atrophie cirrhosis accompanies the gummata. The 
progress clinically of hepar lobatum in women of late middle age is 
very insidious. The great majority of our cases were not Clinically 
diagnosed and the condition was discovered only on autopsy. Several 


Fig. 6.—Slightly active syphilitic lesion in wall of one of the vasa vasorum of aorta 
in middle-aged female latent syphilitic. 


cases were also revealed during operations performed for supposed 
gall bladder disease. Only one of our cases was diagnosed clinically 
antemortem, and this patient presented considerable ascites, icterus, 
and enlarged spleen. In many eases of hepar lobatum these elinical 
signs were absent or slight. A diffuse syphilitie cirrhosis of atrophic 
type is also seen developing in Syphilitie women after the menopause, 
sometimes as late as after sixty vears of age. In these individuals 
the aorta shows usually a more marked degree of syphilitie infiltra- 
tion and fibrosis than the average female syphilitic presents. 
In the great majority of female latent syphilities, however, the hepatic 
lesions consist, as in the male, of localized lymphoeyte and plasma- 
cell infiltrations of the interlobular connective tissue, eventually fibro- 
sis, associated with atrophy and chronic passive congestion (Fig. 8). 
The usual pathologic interpretation of such findings is that of an early 
cirrhosis. Between these mild degrees of syphilis of the liver and the 
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more severe forms of diffuse cirrhosis and hepar lobatum, all possible 
stages of transition may be found (Fig. 9). A more or less well- 
marked chronie perihepatitis, often with adhesions, is usually asso- 
ciated with such lesions. The gall bladder may be completely buried 
in such adhesions and the portal fissure obliterated. The sears of 
miliary gummas of the liver are very frequently found in old syphilitic 
women. They can usually be differentiated from healed tubereles by 
the fact that they show an area of localized atrophie cirrhosis about 
them, while this is wanting in the case of the tubercle. In general, 
it may be said that latent hepatie syphilis is much more common in 
women than in men, and of a more marked degree. Clinieally, it 
escapes diagnosis, and even the most severe forms of hepar lobatum 
are usually not recognized until at autopsy. There is no well-defined 
clinical pieture of hepatie syphilis. 


Fig. 7.—Focal necrosis in liver in sixth week of syphilis; early roseolar eruption. 
Female about twenty-five years of age. Large numbers of spirochetes were found 
in these arenas, 


Spleen —In the early stages of hepatie syphilis the spleen is usually 
enlarged and more cellular; in the later stages it remains enlarged 
and becomes fibroid. A certain degree of perisplenitis is always pres- 
ent. Microscopically, there is a proliferation of the stroma and the 
reticulo-endothelium, and lymphoid atrophy. Sears of healed gummas 
may be found, but gumma of the spleen is not as common as that of 
the liver. In general, however, the condition of the spleen follows 
that of the liver; and splenie changes in latent syphilis are, therefore, 
more common in the female than in the male. <All of our eases of 
gumma of the spleen have been in females. 

Gastrointestinal Tract——Syphilis of the stomach is rare enough in 
man, either clinically or pathologically, but it is very much rarer in 
women. Out of nine undoubted eases of syphilitic gastrie ulcer, only 


one was in a female, and that one was a negress. In our experience 
syphilis of the intestinal tract is of importance in the female, in the 
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rectum alone. We have found it there nearly fifty times as fre. 
quently in the female as in the male. It is usually found in the fifth 
decade of life, and the majority of cases have been in women who have 
either had no ¢linical history of syphilis or have had syphilitie chil- 
dren or miscarriages. The symptoms are those of a localized stenosing 
induration of the rectal wall, usually fairly high, with superficial 
uleeration and extensive scarring of the mucosa. Occurring in the 
cancer age, the condition is almost always mistaken clinically for 
carcinoma, and we have seen the severe Kraske operation performed 
a number of times, when the correct diagnosis might have been made 
by a biopsy and microscopic examination. This is perhaps one of the 
most common pitfalls into which the reetal surgeon falls. The Was- 
sermann reaction cannot be relied upon; the majority of women with 
rectal syphilis give a negative reaction; and a well-advanced cancer 
of the rectum may give a positive reaction in the absence of syphilis. 


Fig. S.—Active syphilis of liver in middle-aged female latent syphilitic. Negative 
Wassermann., No clinical symptoms. Localized process. 


Some writers believe that syphilis of the rectum is rare; in our ex- 
perience it has been rarely found in the male, but is not rare in the 
female. Microscopically, the svyphilitie stricture of the reetum is char- 
acterized by a superficially uleerating granulomatous induration of 
the submucosa extending into the muscularis. There is a new forma- 
tion of blood vessels, perivascular infiltrations of lymphoid cells and 
plasma-eells; the Iymph nodes are hyperplastic, germ centers are 
found throughout the intestinal wall, developing even in the muscle 
coats. Miliary gummas practically always are present, and the proe- 
ess is usually definitely gummatous in character, and is easily recog- 
nized by the microscopic characteristics. A biopsy and a therapeutic 
test should be made in every ease of rectal stricture developing in a 
woman past middle life before a clinical diagnosis of cancer is made. 
While syphilitic rectal strictures appear to be so very much more 


common in women than in men, we have found in the latter much 
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more frequently gummatous ulcers and strictures of the colon. In 
every case these were diagnosed clinically as carcinoma. As to the 
oceurrence of syphilis in the small intestine or appendix, we have 
practically no knowledge of its incidence in cither male or female, 
or of its pathology. 

Panereas.—An interstitial pancreatitis leading to atrophy and fibro- 
sis of the pancreas, with fibrosis of the islands of Langerhans, and 
associated with diabetes in some eases, occurs in both men and women 
with latent syphilis (Fig. 10). Milder forms appear to be much more 
frequent in the female; in other words evidences of latent syphilis are 
more often seen in the pancreas of the female than in that of the 
male, although the severity of the lesion is probably of no great elin- 
ical importanee. 

Adrenals.—Small foei of lymphoeyte and plasma-cell infiltration oe- 
eur in the adrenals in the great majority of latent syphilities, male 


Fig. $.—Severe syphilitic cirrhosis (hepar lobatum) in female syphilitic of fifty years 


of age. Condition discovered only on autopsy. 
and female (Fig. 11). They may be found in any part of the gland, 
medulla or cortex, and are usually associated with a hyperplasia of 
the primitive lymph nodes of the adrenal medulla. They are usually 
more frequent and more marked in the adrenals of the female, and 
for this reason we have come to regard these as one of the important 
histologic criteria in deciding the presence of latent syphilis in the 
body of the female that shows no evidence of syphilis in either heart 
or aorta. In the more severe forms there is an interstitial adrenalitis, 
patchy or diffuse, and eventually a large part of the adrenal may be- 
come fibrosed with destruction of adrenal parenchyma (Fie. 12). Ad- 
dison’s disease might, therefore, be naturally expected to develop in 
the most severe forms of adrenal syphilis; and this we have noted in 
eight cases, but only one of these, curiously enough, was in a female, 


the others all being middle-aged males, with one exception, a young 
soldier of twenty-eight years of age. Gummatous adrenalitis is not 
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as common as the diffuse or focal interstitial form of syphilitic lesion: 
but the only cases of adrenal gumma we have seen have been in the 
female. Another point that we have noticed is an apparent assoeia- 
tion between the degree of adrenal syphilis and that of vitiligo. Ty 
all cases in which there was a marked leucoderma or vitiligo the 
syphilitic infiltrations in the adrenals have been marked. The more 
severe cases of adrenal syphilis are also characterized by small foei 
of lymphocytes and plasma-cell infiltration in the semilunar and peri- 
adrenal ganelia. 

Kidneys.—-We have never found any distinetive lesions in the kidneys 
of latent syphilis. There is an apparent higher incidence of renal 
fibrosis and contraction in the old syphilitic than in the nonsyphilitie, 
but it has not been possible to determine its relation to syphilis. No 
sex differences have been noted. 


Fig. 10.—Syphilitic interstitial and intralobular pancreatitis in middle-aged syphilitic 
Worn, Condition discovered only on autopsy. Negative Waassermann, 


Ovary—l| have made microscopic examinations of thousands of 
ovaries in the course of thirty-five vears of diagnostic pathologie 
work, and [| have never seen a gumina of the ovary or any other 
lesion characteristic of syphilis. Either such lesions do not exist, or 
we are unable to recognize syphilis in the ovary with our present 
histologie criteria. This, perhaps, is one of the most striking differ- 
ences in the pathologie picture of syphilis in the two sexes. The male 
sex gland, on the contrary, is practically always affected in latent 
syphilis in the form of an interstitial proliferation and plasma-eell 
infiltration leading eventually to the obliteration of the blood vessels 
and atrophy of the tubular epithelium; the tubules ultimately being 
replaced by hyaline thickenings of the basement membrane (orchitis 
fibrosa syphilitica chronica). This is one of the most constant marks 
of syphilitic infeetion in the male, and is never absent from any old 
latent case. It can be safely said that given a man’s heart, aorta, and 
testes one can tell whether he has had syphilis or not; but given a 
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woman's heart, aorta, and ovaries little or no evidence as to this 
point could be eained. A very large proportion of women with latent 
syphilis will show no lesions in heart or aorta, and nothing can be 
found in the ovaries that can be recognized as syphilitie in nature. 
Tubes—-l have had the same experience as far as the fallopian 
tubes are coneerned. In a still greater number of tubes examined 
histologically no gumina or other recognizable syphilitie lesion has 
ever been seen. The only syphilitic changes ever seen in the broad 


Fig. 11.—Small syphilitic infiltration in adrenal cortex in middle-aged female with 
latent syphilis. 


Fig. 12.—Severe syphilitic adrenalitis in middle-aged female syphilitic, associated 
with hepar Jobatum. 

ligament have been lymphoeyte and plasma-cell infiltrations along the 

blood vessels extending from aetive primary lesions of endometrium 

and cervix. 

Uterus.—Primary, secondary, and late syphilitie lesions have been 
seen on cervix and in endometrium, but in a very small proportion of 
cases compared to the great mass of material examined. [| have never 
seen a gummatous lesion in the uterus. The primary lesions have al- 
ready been described; the late lesions resemble these in kind, but 
Vary in degree of intensity and in extent. 
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Central Nervous System —tThe involvement of the central nervous 
system by syphilis shows a very marked sex difference, in that the 
female has a much higher degree of exemption than the male. It js 
generally stated that the incidence of paresis and tabes is 3 to 4 times 
more frequent in men than in women. Syphilis of the meninges, 
cerebrospinal syphilis of severe degree, cerebral and cord gumma, 
and severe vascular syphilis of the brain are also much less frequent 
in women. Autopsy studies, therefore, show much less involvement 
of the central nervous system in female latent syphilitics than in male, 
Chronie leptomeningitis, so commonly seen, almost universally, in the 
male latent case, is not often present in the female. Localized peri- 
vasewlar Ivmphoeyte and. plasma cell infiltrations in brain and cord 
are not nearly so frequently found in the ordinary latent case in the 
female, when no central nervous system clinical picture is present, 
as is the case in the male. Just as seveye neurosyphilis may oceur in 
women as in men, but the interesting and striking fact remains that 
this happens only about one-third as frequently as it does in the male, 
The central nervous system of the woman shows, therefore, a much 
greater immunity or resistance, to syphilis than that of man. 


COMMENT 


In summing up the differences in the pathology of syphilis in the 
two sexes, we find that the most striking facts presented are those 
bearing upon the relatively greater immunity of the female to this 
infection than the male possesses. This immunity is shown partieu- 
larly in the case of the heart, aorta, central nervous system, and ovary. 
On the other hand, the pathologic lesions of latent syphilis in women 
are usually more extensive in the liver, pancreas, adrenals, and reetum 
than in men, but severe clinical forms of these visceral lesions are 
relatively infrequent when compared to the severe forms of eardio- 
vascular and central nervous system syphilis in man. The general 
aspects of syphilis in the female, therefore, tend to be much milder 
than in the male. Wowman’s relatively greater immunity to syphilis is 
most strikingly shown during the child-bearing period. During this 
time she may have absolutely no clinical symptoms of syphilis, and the 
Wassermann reaction may be negative. Nevertheless, such an ap- 
parently normal woman may bring syphilitic children into the world, 
and the placenta, umbilieal cord, and fetal tissues of her progeny may 
show spirochetes in enormous numbers. The production of a syph- 
ilitic child may be the only diagnostic faet that ean be determined. 
Not until the menopause approaches may signs of syphilitic lesions 
and a positive Wassermann appear. It is this aspect of syphilis that 
makes the problem of this disease of such tremendous sociologic im- 
portance. 
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Many reasons have been advaneed in explanation of this immunity 
in women: Differences in the character of the sera in the two sexes, 
that of women having greater protective power against the spiro- 
chete; greater degree of lymphocytosis in women; protective action of 
thyroid, and other endocrinal secretions; differences in habits of the 
sie sexes; conceptional protection through chorionic proteins, ete. 
The facts stand out, however, that in addition to a general modifiea- 
tion of the disease as affecting the body as a whole, there is also in 
the woman a marked localized resistance to syphilis in certain organs 
and tissues. It is difficult to explain the exemption of the ovary in 
any other way, when we know that the male sex gland has an 
especial susceptibility to syphilitic injury. It does not seem possible 
that we are missing evidences of syphilis in the ovary; it is mueh 
more reasonable to believe that syphilitic lesions do not oceur in the 
ovary. If they do, they must be totally different from those we see 
in other organs. All in all, we can only surmise that there is some 
deep-seated biologie sex difference—a genetic, inherited, sex-limited 
resistance on the part of the ovary to the presence of the spirochete. 
It might be that the Spirocheta pallida is a pathogenie descendant of 
some harmless spirochetal form inhabiting the female body ages ago, 


and that in consequence woman establishes a more comfortable part- 
nership with this organism than does man. Such a theory does not, 
however, explain a higher degree of immunity of the woman during 
the period of child-bearing, and the apparent inerease of immunity 
as the result of conceptions. Whatever may be the explanation of 
woman’s relative immunity to this infeetion, whether one or several 
of these factors contribute to it, the important faet remains that 
syphilis manifests itself in the female almost as if she were another 
animal species, and that about this sex-difference in reaction to in- 
fection with Spirocheta pallida, there center, not only grave socio- 
logie problems, but also the most difficult practical problems in the 
diagnosis and treatment of syphilis. 
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IS THE VAGINAL CESAREAN SECTION JUSTIFIED IN 
PLACENTA PREVIA ?* 
By KE. M.D., LuNp, Swepen 


— time ago T read the following in an American textbook of 
obstetries coneerning the treatment of the placenta previa: 
“The vaginal cesarean section has often been done in these cases, but 
in my experience quite unnecessarily, increasing rather than diminish- 
ing the risk, and often leaving the patient more or less disabled.” 
And further: ‘‘T have no hesitation in saving that the man who finds 
it necessary to practice this procedure very often, while he may be 
proficient in surgery or in pure gynecology, is not a competent ob- 
stetrician.”’ 

There are no objections to be made to the first part of the quotation, 
but the latter part contains severe words which may, however, be 
modified a little. In any ease I for my part believe that this question 
is too complicated to be settled by a categoric opinion. As I am very 
well acquainted with the significance of this Society as a competent 
forum for the discussion of questions of this kind, I am going to take 
your time for the discussion of the following question: Is the vaginal 
cesarean section justified in cases of placenta previa? 

IT need not remind this assembly that thirty vears ago, when Lawson 
Tait suggested the abdominal cesarean section in certain cases of 
previa, it was here in the United States that this idea was adopted 
and spread far and wide. The prineipal reason for the abdominal 
section is that in case of severe hemorrhage there is no need to wait 
for the cervix to be distended by the uterine contractions, during 
which time the placenta gets more and more detached, and the hemor- 
rhage continually increases. If the fetus and the placenta are re- 
moved by means of a cesarean section, the mother is spared the loss 
of blood, and the hemorrhage is more effectively checked than with 
the older obstetric methods through the vagina. It is quite gener- 
ally agreed that in certain cases, cesarean section is the measure 
which often gives the best prospects both to mother and child. The 
difference of opinion now refers more to how often and in what cases 
it ought to be used. 


Allow me to add that the operation should be performed only for the 


mother’s sake regardless whether the child lives or is fit to live. 
With this point of view, | have considered it right to do abdominal 
cesarean section 20 times out of 207 cases of previa, and of these, 


*Read (by invitation) at a meeting of the New York Obstetrical Society, October 
lith, 1927. 
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3 times with the fetus already dead. The result was 19 livine mothers, 
the twentieth died from embolism. 

Let us now for a moment consider those reasons which argue 
against the vaginal cesarean section. In consequence of the situation 
of the placenta, the cervix is more filled with blood than usual, there- 
fore also softer and more friable. Even a careful extraction of the 
fetus before the cervix is completely dilated easily produces a rupture 
of the cervix which might be fatal for a woman almost bled to death. 
It is for this reason that all the obstetrie textbooks caution against the 
extraction after version, and that IT myself ino my leetures advise 
awaiting a spontaneous delivery. 

If there is only one opinion in that matter, it would be doubtful, 
to say the least, to deliberately employ an incision in that very part 
which is so friable and plethorie; the hemorrhage must be inevitable 
and perhaps fatal. 

Before going further, it is necessary to make one point especially 
clear. What | want to investigate here more closely is the eventual 
indications for the vaginal operation as compared with those of the 
abdominal route. There is one fact which seems to me both interest- 
ing and remarkable. Amone those who reject the vaginal section and 
prefer the abdominal, there are some who condemn the classic 
corporcal section and in point of principle perform the low cervical one. 
Is not this a questionable choice? 1, at any rate, find it difficult to 
understand why the hemorrhage should be less if the cervical see- 
tion be performed from the abdomen than from the vagina. If there 
isa risk of a cervical ineision from the vagina, it seems to me equally 
dangerous to perform it at this same place from the abdomen. The 
only difference | ¢an imagine is that it is perhaps easier to control 
the bleeding by the abdominal cervical section than by the vaginal 
one. Personally, in doing an abdominal cesarean section for pla- 
centa, | always have done the classic operation because it seems to 
me more rational and less risky from the point of view of bleeding. 

It is now of importance to consider the risk of hemorrhage at the 
vaginal cesarean section. This risk is indisputable, and it has hap- 
pened in the hands of very eminent operators. Out of 12. similar 
operations, Bumm had a death from hemorrhage and therefore gave 
up the operation, Krénig and Sellheim did the same. Doderlein, who 
has performed the operation to the largest extent, and it can almost 
be said in point of principle, has in 194 sections for placenta previa a 
death rate of 9.2 per cent for the mothers, and it is certain that among 
these deaths, there are some caused by hemorrhage. Albeck, at Aarhus, 
who has performed 42 similar sections, has also a death rate of 9.5 
per cent. 


At present there are, however, more favorable figures which also 


ought to be stated. From the ¢linie in Lima, there were 14 cases 
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without a death among either mothers or children. At Halle there 
were 19 cases with 1 death, and from Elberfeld, Martin reports 28 
such operations without any deaths for the mothers. 

Out of my 207 previa cases, | have myself done vaginal cesarean 
section 27 times with 2 deaths among the mothers. It is important 
to give an account of the cause of death in these two cases. In one 
the incision in the cervix was not made sufficiently long and was rup- 
tured still more at the extraction of the fetus without my observing 
it, with the result that this part of the rupture was not stitched up, 
At the autopsy it was found that from this place a hemorrhage had 
proceeded into the parametrie tissue, which was certainly insignificant 
by itself but sufficient to cause the patient, already very anemie, to 
bleed to death. In the other ease all went well to begin with, but 
the patient developed thrombosis, embolism and fever and died about 
a month after the labor from infection. It was found at autopsy 
that there was a rupture in the fornix vagina without a direct con- 
nection with the incision in the cervix and from this rupture the in- 
fection had penetrated into the parametrium. 

In this case it is, therefore, not easy to judge whether death depended 
upon the operation or would have occurred after another interference 
as well, but I consider it only fair to presume that it depended upon 
the operation. 

Is it then possible, guided by these cases and by what is known in 
literature, to judge where the risk of the operation at previa is to 
be found? According to my experience it does not depend upon the 
danger of hemorrhage from the section of the cervix. I have been 
surprised to find in my eases how slight this hemorrhage has been, 
in most cases not more severe than at an abdominal section. Nor 
have I found out that the wall of the cervix is especially friable. 
Those foreeps which have been placed in the wall as the bladder is 
being pushed upwards and the incision prolonged, have not torn 
through the wall but grasped it steadily, and as I said before, IL have 
the impression that the hemorrhage from the incision may very well 
be controlled. 

I believe that the principal risk is to be found in the facet that the 
incision, to begin with, has not, been carried sufficiently high up in 
the cervix. If this is not done, it is evident that it will easily tear 
further during the version and during the extraction of the head, es- 
pecially if the latter is large. It is then difficult, not to say impos- 
sible, to control such a rupture and to suture it in an exact manner. 
In this connection I ought to mention a circumstance common to both 
my fatal cases and for which I reproach myself. In both I had done 
the version according to Braxton-Hieks, and it was my intention to 
let the labor finish spontaneously. While waiting for this a_pro- 
lapse of the cord appeared, and in my desire to be able to save the 
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fetus as well, | performed the vaginal cesarean section while the leg 
thus filled up the vagina. [ was not under the impression that this 
especially hampered the operation, but L understood afterwards that 
the body of the fetus, however, had been the cause of the incision not 
having been made sufficiently large. 

The experience from Elberfeld, quoted a moment ago, also strength- 
ens my supposition that the insufficiency of the section has been the 
real danger. They say there expressly that if the incision is only made 
sufficiently long at the beginning, there have never been any diffi- 
culties or complications. 

And yet I must declare it as my opinion that the risk exists, and I 
confess without any hesitation and frankly that I have every time 
gone to the operation with a certain anxiety, and that I don’t know 
myself if it has been the right thing to do or not. 

We then come to another aspect of the matter which must be con- 
sidered. Suppose we have a case which for some reason necessitates 
the speedy conclusion of the labor although the cervix is not yet 
dilated. Suppose again that an abdominal cesarean section is out of 
question on account of the mother’s being infected or that vaginal 
examinations or other interferences have preceded which make the 
cleanness of the case questionable. What is then to be done? Dilata- 
tion by bags takes time and also is accompanied with certain diffieul- 
ties; packing is out of the question, version cannot be performed as 
the cervix is closed. Is not then the vaginal cesarean section the 
only remaining resource? 

In this connection | will remind you of the French view, especially of 
that of Brindeau, that a previa ease, which has been bleeding for a 
long time, is often infected even though it has not been subjected to 
vaginal examination. The clot of blood which at a lasting hemor- 
rhage fills the cervix down into the vagina changes the virulency of 
the vaginal bacteria, and a lingering infection arises. I have seen a 
few such cases where the infeetion without any previous vaginal ex- 
aminations can hardly be explained in any other way. 

The objection may be made that the above-mentioned cases are so 
rare that they can never be anything but an exception, and I also 
admit this unreservedly. It is enough, however, to agree here that 
such exceptions might occur, and in that case I for my part am of 
the opinion that we are entitled to resort to the vaginal section. 


On the other hand, I am not certain that we are entitled to resort 
to the vaginal cesarean section merely to save the life of the fetus, 
although I have done it on some oeeasions with a good result. The 
two deaths, however, that I have reported, belong exactly to such 
cases where I performed the operation for the sake of the fetus, which 
I now repent. I acknowledge that the wretched results of the ordi- 
nary treatment in placenta previa ought to be improved for the fetus 
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as well, but if this improvement is to be obtained at the risk of the 
mother, then | don’t agree to if. Remember that such mothers are 
usually multiparae, that their lives mean a great deal to the children 
already existing, and that in addition to this the fetus, whose life one 
tries to save, is often born prematurely and has suffered from the 
placental separation. My results with regard to the fetuses in the 
27 operated cases are 5 dead out of 28 (once twins), or 17.7 per cent, if 
one may venture to calculate a percentage with such small numbers, 
The result is, however, better than with the ordinary obstetrie meth- 
ods. Onee again, however, | wish to emphasize that it must not be 
done at the risk of the mother. 

In conclusion | would summarize my views as follows: The vaginal 
cesarean section for placenta previa is a serious operation. The risk 
might above all be found in the possibility that the ineision is not 
made sufficiently large to begin with, and, therefore, might rupture 
further at the extraction of the fetus, especially if the mother is at 
term and the head large. There may be cases, however, where it is 
important to bring the labor to an end although the cervix is not yet 
dilated, and where the abdominal cesarean section is contraindicated, 
It seems to me as if the vaginal section in similar cases deserves 
further trial before expressing a definite opinion as to its authoriza- 
tion or its indications. 


(For discussion, see page 716.) 


Beckers, R.: A Case of Pregnancy Unrecognized Until Term. Bruxelles Medical, 
1925, v, 843. 


Beckers reports a case of a para iii, thirty years of age, whose menstrual 
periods had been regular and normal throughout pregnaney, the last period occur- 
ring twenty-four days before the onset of labor. The previous history was en- 
tirely negative. There was no history of nausea, no fetal movements had been 
felt, no breast changes noted, and the patient was entirely unconscious of her 
condition. 

Twenty-three days following her bast period there was a profuse gush of clear, 
thin watery fluid from the vagina. Because of this she entered the hospital for 
examination. The uterus was found to reach a little above the umbilicus. Fetal 
heart sounds could not be heard but there was a distinet maternal souffle. The 
following day the patient was delivered of a living child weighing 2720 gm. 
The placenta, cord, and membranes were normal, 

seckers points out that this case is interesting from an obstetric standpoint, 
because it shows that menstruation can continue throughout pregnancy. Also, if 
a mother ean unknowingly earry her child to term, there arises an interesting 
medicolegal question so far as the responsibility of the physician is concerned. 


THEODORE W. ADAMS. 
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THE THYROID GLAND IN PREGNANCY: A CLINICAL STUDY 
IN A REGION OF ENDEMIC GOITER 


By Wayne A. Yoakam, M.D., Derrorr, Micu, 
(From the Obstetrical Department of the IMenry Ford Hospital) 


Yr IS quite generally accepted that the physiologie demands upon 

the thyroid gland are greater during pregnancy than in the non- 
pregnant state, and that this need for increased activity may lead to 
a so-called ‘physiologic enlargement’? of the gland, particularly in 
the presence of an iodine deficiency in the diet. It is also a well- 
established clinical fact that many patients with goiter state that the 
gland enlargement first appeared during a pregnancy. Particularly, 
then, in regions of endemic goiter, where the incidence of thyroid 
enlargement may be 50 per cent or more of the total adult popula- 
tion, the rational administration of iodine prophylactically during 
pregnaney should be an important part of prenatal care. 

It was believed that routine examinations of the thyroid glands in 
large consecutive series of pregnant women, some with and others 
without iodine prophylaxis, and of their newborn infants, might throw 
some added light upon this problem. Consequently, all patients en- 
tering the obstetric department were submitted to a routine exami- 
nation of the thyroid gland by the writer alone, in order to avoid the 
personal equation which might be introduced by several observers. 
A detailed thyroid note, such as is used in goiter clinies, was invari- 
ably made, and additional observations were added at monthly inter- 
vals throughout the pregnaney and during the puerperium. To 
facilitate the comparative study, iodine prophylaxis was given to 
approximately two-thirds of the patients, while the remainder re- 
ceived no such treatment. The neeks of all newborns were examined 
and the presence or absence of thyroid enlargement was recorded on 
the mothers’ charts. When the records were completed, the data were 
transferred to special cards for statistical study. 

The essential data included age, number of previous pregnancies, 
complications of pregnaney and the puerperium, nativity, weight in- 
crease during gestation, original thyroid diagnosis and later observa- 
tions, the presence of hypo- or hyperthyroidism, measurements of the 
neck, the findings on palpation of the thyroid gland, whether iodine 
prophylaxis was used during pregnaney, and the relative size of the 
infant’s thyroid. No results were compiled until the series was 
completed. 

Difficulty was encountered at first in adopting a working standard 
for the diagnosis of a normal thyroid gland. Criteria, such as non- 
palpable, palpable, and visible, as are used in certain goiter surveys, ob- 
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viously permit wide variation, and were not thought suitable for the 
problem at hand. Finally, it was decided to record the size of the thy. 
roid mathematically by palpating the isthmus and estimating its thick. 
ness in centimeters. A description of the lobes was also added. 


CLASSIFICATION 


All symmetrical enlargements of the thyroid gland were recorded 
as colloid goiters, except those which showed definite clinical evidence 
of exophthalmie goiter, of which none were observed in these series 
All cases were arranged into groups according to the following 
criteria: 

1. Normal thyroid gland: Isthmus one-half centimeter or less in thickness, with 


no palpable enlargement of the lobes. 


Small colloid goiter: Isthmus one-half to one centimeter in thickness, with 
a palpable symmetrical enlargement of the lobes. 


3. Medium colloid goiter: Isthmus one to two centimeters in thickness, with a 
visible symmetrical enlargement of the lobes. 

4. Large colloid goiter: All other svmmetrieal enlargements of the gland, 

5. Adenomata: All nodular thyroid glands, Further classification of the 


adenomata was not attempted sinee it was of no special significance in this work, 
6. Hyperplasia: Only patients with a definite clinical diagnosis of exophthalmie 
goiter. None were observed, 


STANDARDS USED 11¥ DIFGIYOSIS 


NORMAL THYROID \ISTHIIUS ORLESS-LOBES SYINIETRICAL 
COLLOID S/TALL ISTHIIUS OS TOL SYIMNTETRICAL 
COLLOID 'ISTHINUS 1702 LOBES SYTITE TRICAL 
COLLOID LARGE + LOBES COLLO/D 
ADENOIIATA ALL DEFINITELY PALPABLE 


NEWBORNY NORITAL| ISTHITUS TO 025 LOBES BARELY PALPABLE 


CONGENITAL GOITER ISTHITUS 025 TO O5 C/7-LOBES EASILY PALPABLE | 


Chart 1. 


The diagnosis of a normal thyroid gland in the newborn likewise 
proved difficult. Congenital goiters, as reported in the literature, are 
usually sufficiently large to be seen readily ; but there were no eriteria 
available for the diagnosis and classification of minor enlargements 
which are easily palpable but not visible. It was found that, by 
palpating the isthmus of the thyroid gland in the newborn, its ap- 
proximate thickness in centimeters could be estimated with consider- 
able accuracy. The weight of the human thyroid gland at birth is 
reported to vary from 0.7 to 5.5 grams.’ It was possible in a few 
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eases to compare the findings on palpation with the actual weight and 
size of the glands removed at autopsy. From this experience, the 
following classification was evolved: 

1. Normal thyroid gland: Isthmus one-fourth centimeter or less in thickness 
with lobes barely palpable. 

2 Small congenital goiter: Isthmus one-fourth to one-half centimeter in’ thick- 
ness with lobes easily palpable but not visible. 

3, Large congenital goiter: Visible thyroid enlargement. 


INCIDENCE OF GOITER IN PREGNANCY 
Nine hundred thirty-seven consecutive patients in the obstetric 
clinie were studied. Multiparas and primiparas were about evenly 
represented. The average age was twenty-nine years. The incidence 
of goitrous enlargement of the thyroid gland was 60 per cent, the 
distribution into the various clinical groups being given in Table I, 
and presented graphically in Chart 2. 


TABLE IT. THyrkoip DIAGNOSIS IN 937 PREGNANT WOMEN OBSERVED IN) MICHIGAN 


THYROID DIAGNOSIS NO. OF CASES PER CENT 
Normal thyroid 373 39.8 
Small colloid goiter 361 38.5 
Medium colloid goiter SS 9.4 
Large colloid goiter 23 : 2.5 
Adenoma 92 9.8 
Hyperplasia 0 0.0 

937 100.0 
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Chart 2. 


Comparison of the incidence of goiter as here reported during preg- 
naney with the results of surveys made upon other groups of the 
population of Michigan reveals a close parallelism. Olin? found a 


goiter incidence of 42.2 per cent among 31,612 school children in four 
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Michigan counties. Ile further cites the work of Levin.’ who, in a 
survey of 1,785 individuals in Lake Linden, Michigan, observed that 
73 per cent had goiters; while Marsden and Romani found that 54 
per cent of the population of Iron Mountain, Michigan, had per- 
ceptible enlargement of the thyroid gland. 

It is of interest to compare the figures of incidence already given 
for pregnant women in Michigan with the results obtained from a 
study of a group of 215 pregnant women observed by the writer in 
obstetric e¢linics in’ Boston, New York, Baltimore, and Brooklyn, 
These latter results are arranged in Table Il, and are shown eraph- 


> 


ically in Chart 3. 


Tl. Thr INcipeENcE OF GorrER AMONG 215 PREGNANT WOMEN OBSERVED IX 
Boston, NEW YorRK, BALTIMORE, AND BROOKLYN 


TILYROID DIAGNOSIS NO. OF CASES PER CENT 
Normal thyroid 161 75.6 
Small colloid goiter 40 
Medium colloid goiter 0 
Large colloid goiter > 1.4 
Adenoma 12 
Hyperplasia 0 0.0 
213 100.0 


INCIDENCE OF GOITER IN 213 CASES OF PREGNANCY | 
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NATIVITY 


The place of birth was recorded in 688 patients of the group studied 
in Detroit. Approximately 20 per cent of these individuals had lived 
ina goiter belt for a relatively short time, i.e., one to three years. The 
effect of a lifetime residence in a goitrous district upon the type of 
change found in the thyroid gland as compared with the effect of a 
recent, short residence is shown in Table TH. 
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Resipence IN A Goren BELT AND Its RELATION TO AMONG 68S 
PREGNANT WOMEN 


GOLTER BELT GOLTER BELT 
THYROID DIAGNOSIS = TOTAL CASES (LIFE) (1 vo 3 YEARS) 
NO. PER CENT NO. PER CENT 

Normal thyroid 74 78 26 
Small colloid goiter 191 48 20 
Medium colloid) goiter G7 62 92 5 Ss 
Large colloid: goiter 17 17 100 0) 0) 
Hyperplasia 0 0 0 0 0 
GSS 44 144 20 


It may be noted from this table that life-time residence in a goiter 
belt, as compared with a short residence therein, is associated with a 
very high incidence of clinical goiter. 


PILYSIOLOGIC GOITER OF PREGNANCY 


It. is generally believed that there is an enlargement of the thyroid 
gland during pregnaney, and that such an hypertrophy is physiologic. 
This was first mentioned by Freund,! and later reported upon in 
greater detail by Lange.” These investigators demonstrated enlarge- 
ment of the thyroid gland by makine careful measurements of the 
neck at regular intervals during pregnaney in selected individuals 
with thin necks and with perceptible thyroid glands. Tange’ ob- 
served an increased size beginning from the fourth to the sixth month 
and progressing steadily until delivery. This enlargement was fol- 
lowed by a rapid regression during the first two weeks of the puer- 
perium, 

In the present study, measurements of the neck were made at 
monthly intervals, but proved unreliable, except in patients with per- 
ceptible enlargement of preexisting goiters, since they were influenced 
by weight increases and by the slight generalized edema so frequently 
seen late in pregnancy. 


PROPILYLACTIC. [ODINE 


From the beginning of this study in 1923 until late in 1924 sodium 
iodide was employed as the prophylactic agent. This was given in 
solution, four grains a day for twelve days, a total quantity consid- 
ered sufficient to saturate the thyroid eland with iodine.’ Two such 
courses Were given during pregnancy, the first as early in gestation as 
possible and the second at about the seventh lunar month. Sodium 
iodide was thus administered to certain patients with adenomata with 
no apparent ill effects. 

In the spring of 1924, iodine salt was introduced into Michigan 
and about the middle of that year the use of sodium iodide was dis- 
continued and all patients were advised to use iodine salt in their 
diets. Thus the latter half of the series reeeived only iodine salt as a 


prophylactic agent. This method insures the intake of approximately 
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10 milligrams of iodine weekly, as advocated by Marine.*  Todine salt 
contains 0.02 per cent of iodine and is supposed to make the yearly 
ingestion of iodine somewhere between 300 and 700 milligrams, whieh 
is many times the theoretic normal adult requirement.” Variations 
in the amount of salt used in the diet would obviously vary the total 
iodine consumption within wide limits. 


CONGENITAL GOITER 

Data concerning the size of the thyroids of the newborns were 
compiled in two series according to the method of maternal iodine 
prophylaxis as outlined above. The first group includes all cases in 
1923 and 1924, during whieh period the majority of mothers were 
given sodium iodide. Approximately one-third of the patients. re- 
ceived no iodine, and a few in the latter part of 1924 used iodine salt, 
The second group ineludes all cases in 1925 when only iodine salt 
was employed as the prophylactie agent. 

In the first group, there were 544 infants, of whom 120, or 34.9 
per cent, showed evidence of congenital goiter during the first two 
weeks of life. Sixty-four per cent of the mothers in this group had 
had iodine prophylaxis, and it was found that mothers thus treated 
during the first half of pregnaney gave birth to infants with normal 
thyroids; while if treatment was started as late as the seventh month, 
it gave little or no protection to the fetus. Further analysis of the 
data showed that 60 per cent of the infants of mothers who had not 
received iodine prophylaxis had some thyroid enlargement, whereas 
when the mother had received treatment the incidence was only 20 
per cent. Moreover, in the latter group, practically all the mothers 
had reeeived their iodine treatment only in the last trimester of 
pregnaney, when it apparently gave very little protection to the fetal 
thyroid. It is of interest to note that the ineidence of congenital 
goiter (60 per cent) in the offspring of mothers who did not receive 
prophylactic iodine corresponds with the incidence of endemie goiter 
in Michigan, as reported by Olin.® This suggests that endemie goiter 
may have its origin during intrauterine life. 

In the seeond series, during 1925, striking results were noted from 
the use of iodine salt. Among the 230 newborns observed there were 
only 9 cases of congenital woiter, 3.9 per cent as compared with 34.9 
per cent in the first series. In each of these nine cases the mother 
had a visible symmetrical enlargement of the thyroid. This observa- 
tion suggests that pregnant women with the larger colloid goiters re- 
quire more iodine than that afforded by iodine salt, if their offspring 
are to be protected adequately. 

In this series, 83 per cent of the mothers used iodine salt: through- 
out pregnaney, and it is believed that some of the remainder used it 
unknowingly, since it had been introduced generally in the stores and 
many people were unaware of its existence or of the reason for its use. 


= ¥ . 
o> 
xi 
ag 
: 
7 
mar 
ra 
> 
7 
y 
¥ 


YOAKAM: THE THYROID GLAND IN) PREGNANCY 625 


Data concerning the incidence of congenital goiter in the two series 
are presented graphically in Chart 4, and those regarding the inei- 
dence of congenital goiter in its relation to the clinical diagnosis 
made upon the maternal thyroid are given in Chart 5. 

The incidence of congenital goiter among children of mothers who 
had had iodine prophylaxis was so closely restricted to those who had 
preceptible goiters that it would seem advisable to give these patients 
more iodine than that obtained from the iodine salt and therefore 
more than the theoretic requirement. This may be accomplished by 
giving a saturation dose of iodine twice during the pregnancy in addi- 
tion to the use of iodine salt. 


INCIDENCE OF CONGENITAL GOITER BEFORE AND AFTER 
INTRODUCTION OF SALT 
NUMBER OF CASES 
( /00 200 300 
1923-24 
NEWBORIY 
Nal. TREATINE 64% 
CONGENITAL 
GOITER 
1/925 
NEWBORIY 
JODINE SALT 
CONGENITAL 4% 
GOITER 


Chart 4, 


Among 61 newborn children examined along the eastern seacoast, 
there were seven, or 11 per cent, with congenital goiter. This finding 
suggests that even in regions where goiter is not especially prevalent 
there may be an iodine deficiency during pregnaney. 

These observations support the idea that gestation leads to in- 
ereased demands on thyroid function, which may cause a functional 
hypertrophy of the gland, and indirectly lead to the development of 
congenital goiter in the infant, in patients where there is an iodine 
deficiency in the diet. This fact has been demonstrated experimen- 
tally on pregnant dogs by Halsted.? and was confirmed later by 
Marine and Lenhart. The latter investigators showed that, when 
there was sufficient iodine in the diet, there was no inerease in the 
size and no hyperplasia of the thyroids of their animals during preg- 
naney, and that the youne did not show congenital goiter. Later, 
When these same animals were placed upon an iodine-deficient diet, 
the thyroid glands showed hyperplasia during pregnaney and some of 
the young had congenital goiters, 
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HYPERTILYROIDISM 


Tn the series of 937 patients examined in Detroit, a diagnosis of 
hyperthyroidism based upon clinical evidence was made in 35 individ. 
uals, an incidence of 3.7 per cent. No doubtful cases are ineluded 
in this group, although it is believed that probably there were certain 
other cases of mild hyperthyroidism which could not easily be demon- 
strated by ordinary clinical methods. This belief is based upon the 
observation that in from 15 to 35 per cent of a series of patients upon 
whom basal metabolic studies were carried out there was a moderate 
elevation of the metabolic rate.* This increased metabolic rate was 
apparently due to a slight hyperthyroidism without definitely recog. 
nizable clinical symptoms or findings. 
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Chart 5. 


Only one patient became sufficiently toxic to justify radical treat- 
ment. This was a woman with multiple adenomata in whom toxic 
symptoms began to increase at about the third month of the preg- 
naney, and by the fifth month had become so marked that hospitaliza- 
tion was necessary. When no improvement was noted after three 
weeks of medical treatment, thyroidectomy was performed. <A rather 
severe reaction followed the operation, but the patient recovered and 
went to term. 

Exophthalmic goiter is a rare complication of pregnancy, since the 
disease itself usually leads to sterility. Seitz,"' in 1913, colleeted 112 
cases of Graves’ disease complicating pregnancy. Only 12 of these 
cases were found in the literature, the remaining 100 having been ob- 


*These observations will be published later. 
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tained by personal communications. Of the 112 patients, 7 died during 
pregnaney, 5 had therapeutic abortions performed, 11 had premature 
induetion of labor, and 7 were subjected to thyroidectomy. Moreover, 
spontaneous abortion occurred three times, three pregnancies termi- 
nated with the birth of macerated fetuses, and in three others pre- 
mature labor ensued. Seitz states that prompt improvement in the 
thyroid symptoms followed clinical abortion and premature induction 
of labor, although one death followed the former procedure. He con- 
cludes that the dangers of thyroidectomy are largely dependent upon 
the presence of a persistent thymus or of cardiac degeneration. In a 
study of 48 thyroidectomies performed during pregnancy, he found a 
mortality of 2 to 4 per cent, with 6 per cent of abortions following 
the operation. (With modern surgical technie the mortality rate 
should be less.) Ile favored thyroidectomy rather than clinical abor- 
tion, and this opinion seems to have been generally accepted. 

It is our feeling that hyperthyroidism occurring during pregnancy 
should be treated conservatively except in patients with clinical symp- 
toms of increasing severity, which endanger the life of the mother. 
In such individuals, surgical treatment of the thyroid is indicated 
rather than induced abortion. The danger that the operative pro- 
cedure incident to the latter may precipitate a thyroid crisis must be 
considered. In one ease, observed personally in another elinic, this 
happened, the patient dying within forty-eight hours after a thera- 
peutic abortion at the third month for exophthalmie goiter. The 
dangers of delivery in eases of hyperthyroidism are due mainly to 
toxic myocarditis. Only those goiters which are giving symptoms of 
tracheal obstruction endanger life during labor by reason of aeute 
enlargement due to congestion. The method of delivery at term of 
patients with severe grades of thyroid disease should be carefully 
chosen to impose the least strain upon the mother, in order that the 
major complications of toxie myocarditis and tracheal obstruction 
may be avoided. 


CONCLUSIONS 


1. Pregnaney causes increased demands upon thyroid function, and, 
when the diet is deficient in iodine, leads to hyperplasia of the gland, 
hyperthyroidism, and congenital goiter in the newborn. The so-called 
physiologic enlargement of the thyroid during pregnancy is in reality 
a pathologie hyperplasia, which may be prevented by the administra- 
tion of sufficient iodine in the diet during pregnaney. 

2. The incidenee of goiter, 60 per cent, found in this series of preg- 
nant women in Detroit compares closely with the results obtained in 
goiter surveys made upon the general population of Michigan. 


3. The high ineidence of congenital goiter, 60 per cent, in infants 


of mothers who did not receive iodine prophylaxis corresponds closely 
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to the general incidence of goiter in’ Michigan, and suggests that 
endemic goiter may have its origin in intrauterine life. 

4. Measurement of the neck during pregnaney, as a means of de- 
termining enlargement of the thyroid gland, was found to be less 
accurate than palpation of the isthmus and estimation of its thiek- 
ness in centimeters. 

5. Iodine salt was found to be an ideal prophylactic agent in pa- 
tients with normal or only slightly enlarged thyroid glands, but it is 
believed that additional iodine is advisable where visible symmetrical 
enlargements of the thyroid exist. 

6. In some of the larger colloid goiters with an apparent increase 
in size of the gland during pregnancy, prophylactic iodine caused a 
perceptible and prompt decrease in size, with no further increase 
during gestation. 

7. Before the introduction of iodine salt into Michigan and with 64 
per cent of the mothers receiving sodium iodide prophylactically dur- 
ing pregnancy, 35 per cent of the newborn infants had congenital 
goiter. When no iodine was given the incidence of congenital goiter 
increased to 60 per cent. 

8. Iodine given prophylactically only during the last third of preg- 
naney is of little value in the prevention of congenital goiter. 

9. Following the introduction of iodine salt, the incidence of con- 
genital goiter was reduced to 4 per cent. This reduction may prob- 
ably be due to the use of prophylactic iodine earlier in pregnaney. 

10. The incidence of maternal goiter, 25 per cent, found on the 
eastern seacoast, with 11 per cent congenital goiter, shows that even 
in regions where goiter is not endemie careful observation of the 
thyroid and rational prophylactic iodine administration during preg- 
naney would decrease the general incidence of goiter in these regions, 

11. The treatment of hyperthyroidism during pregnancy should be 
conservative except in severe eases with increased toxicity in spite of 
iodine therapy, when thyroidectomy is indieated rather than thera- 
peutie abortion. 

It is a pleasure to acknowledge my appreciation to Dr. E. D. Plass 
for his many helpful suggestions during the course of this work. 
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PREMATURE SEPARATION OF TITE PLACENTA 
A STATISTICAL REVIEW 


By Trios. R. Gorriuaus, Boston, Mass. 
(From the Department of Obstetrics, Harvard Medical Sehool) 


HIS study of the tabulated cases of premature separation of the 

placenta occurring at the Boston Lying-In Ilospital during the 
eleven years, 1916 to 1926, inclusive, was originally undertaken for 
the purpose of arriving at conclusions as to the frequency of this com- 
plication of pregnaney and labor, the incidence of the commonly ob- 
served symptoms and signs of ablatio, the general mortality of the 
condition as affecting mother and newborn, and finally the relation- 
ship, if any, between this condition and the so-called toxemias of 
pregnancy. 

No attempt is made here to undertake a review of the literature 
concerning ablatio placentae but the excellent article by Rudolph 
Holmes appearing in 1923, which discussed in detail the question in 
its relation to uteroplacental apoplexy, gave rise to the idea of com- 
paring our series of cases, so far as available data would permit, with 
the series so thoroughly reported by him. 

The eleven years reviewed yielded 128 delivered cases diagnosed be- 
fore, during, or after labor as premature placental separation. This 
series does not include those patients who showed a small amount of 
bleeding at some time or times during pregnaney and who, in the 
absence of demonstrable placenta previa or other pathology, showed 
a recession of this symptom either without treatment or after a few 
days in bed, later being lost sight of or proceeding to a normal de- 
livery some time afterward. All of the 128 cases reported were 
delivered, the diagnosis being made on the basis of clinical symptoms 
and signs which are discussed below. 

Incidence of Premature Separation—During this period of eleven 
years there were 11,907 hospital deliveries, which makes the incidence 
of ablatio at the Boston Lying-In one case in 93 or 94 deliveries, and 
Which tallies almost exactly with the figures published by Cragin 
from Sloane. This finding is, however, relatively unimportant, like 
most statistics of the incidence of any obstetric pathology in a ma- 
ternity clinic which receives, as this one does, a heavy increment of 
emergency cases sent in by the community at large for the treatment 
of various abnormalities. 

Low Attached Placenta—Kight of the cases revealed, on pelvie ex- 
amination, the presence of a low attached placenta. This survey does 
not pretend to determine the propriety of this diagnosis nor to dis- 
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cuss the possibility that some of them might have been more correctly 
classed as placenta previa; it assumes that had the operator consid- 
ered such a case to be a previa he would have so signified in his de- 
seription of the findings; hence the eight cases are ineluded with the 
others, where, for want of definite evidence to the contrary, the pla- 
eenta was assumed to have been normally implanted. 

General Tabulation of the Cases.—See Table T, and discussion below. 

Parity of Paticnts—Vhe series corroborates the general finding that 
ablatio is more common in multigravid than in primigravid women. 
Fighty-nine eases, or 69.5 per cent occurred in the former class, 39, or 
30.5 per cent in the latter. Accepting Holmes’ estimate that primip- 
arous labors are to multiparous as one to three or four, the series 
indicates that by and large the primigravida runs the same risk of 
ablatio as does her multiparous sister. Of the multiparae studied 17 
were para-2, 15 para-3, 8 para-4, 9 para-5, 12 para-6, 4 para-7, 5 
para-8, 7 para-9, 3 para-10, 6 para-11, 2 para-13, and 1 para-14. 

Aye Incidence.—The age incidence of patients in whom this condition 
obtained was as follows: 16-19 inclusive, 9; 20-24, 26; 25-29, 33; 30-34, 
24; 55-39, 23; 40-46, 13. The youngest patient was a primigravida of 
16, the oldest a para-13 of 46. The finding that 68 patients were less 
than 30 years as contrasted with 60 of 30 years or over does not cor- 
roborate the suggestion of Ilolmes’ series that. the ineidence is 
proportionately greater with advancing years. 

Gestation Periods.—The gestation periods reached by the patients in 
this series show that 51 cases were at term when separation occurred, 
34 eight months advanced, 21 seven months, 10 six months, 2 five 
months, and 1 four months. In nine eases the gestation period was 
not recorded. Characteristic of those cases in which separation oe- 
curred early is the faet that the majority were clinically indistinguish- 
able from miscarriage until delivery had been effeeted; this was true 
of the two five months eases and of seven of the ten at six months. 
One case occurring at six months presented an unduly hard uterus, 
while the two others could not be distinguished from placenta previa 
until this had been ruled out by pelvie examination. The patient who 
was found to have a separated placenta at four months was operated 
on for questionable ruptured eectopie pregnaney or ovarian cyst with 
twisted pedicle, and was found to have a three months fetus with a 
separated placenta and a pint of clot in the left horn of a bicornuate 
uterus. The only one of these early cases suggesting ablatio before 
delivery because of a rigid uterus showed a placenta completely sepa- 
rated which fell out on top of the baby. 

Predominant Sign of Ablatio—The most constant symptom and sign 
of separation in this series was hemorrhage. Frank vaginal bleeding 
had occurred in 116 of the recorded patients at some time before diag- 
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nosis and delivery, or in 92.8 per cent. In only nine cases, or 72 
per cent was the hemorrhage completely concealed. In three records 
data regarding hemorrhage were lacking. 

Tnitial Symptom.—lIn point of time, hemorrhage was the initial symip- 
tom observed in 74 patients, or 59.2 per cent; labor was observed first 
in 30, or 24 per cent; abdominal pain 11 times, or 8.8 per cent. Iemor- 
rhage coincided with the onset of labor in six patients; hemorrhage 
with abdominal pain in three; and labor with continuous abdominal 
pain in one. Here again data as to the initial symptom are lacking 
in three cases. 

Condition of the Uterus.—Uterine consistency was recorded as rigid, 
hard, tense, contracted, or firmer than normal in 54 cases, or 29.3 per 
cent; as boardlike in 8, or 6.8 per cent; as not relaxing normally in 
13, or 11.1 per cent, chiefly in cases in labor when observed. In one 
case seen early, where the only symptom was abdominal pain 
without labor or bleeding, the uterus was found to show no abnormal- 
ity other than marked tenderness and slight irregularity over a cir- 
cumscribed area on its left side. In 11 cases the consistency of the 
uterus could not be determined from the records. The remainder, 61 
in number, or 52 per cent, either were definitely described as soft and 
nonresistant, or did not deviate sufficiently from the normal to be 
deemed worthy of note; of these 38 were examined by vagina in order 
to rule out placenta previa, among which are the eight cases of low 
attached placenta mentioned above. 

Etiology.—tThe etiology of many cases in this series cannot be deter- 
mined. Three patients gave histories of possible trauma. One entered 
the hospital with vaginal bleeding following a long automobile ride. 
Another had taken a Jong street-car ride twenty-four hours before ad- 
mission and had bled subsequent thereto. The third struck her abdo- 
men on the side of her bed at 6:30 p.m., following which the abdomen 
enlarged and became tender; cesarean section showed the presence of 
uteroplacental apoplexy after her admission to the hospital at 10 the 
same night. The first and last of these three, however, were definitely 
albuminuric, so that it is a question whether the trauma was not a 
coincidence rather than the cause‘of the separation. Two cases showed 
a premature separation following a sudden decrease in the bulk of 
the uterine contents: one of them had had her membranes ruptured 
and a bag inserted for acute hydramnios, and had begun to bleed 
around the bag five hours after this had been placed in the cervix; 
the other occurred in the second stage of labor in a primiparous 
breech delivery, and indicates one source of natal and neonatal deaths 
in babies born by this mechanism. One case was associated with a 
uterine fibroid the size of a canteloupe. Finally, one patient had in- 
serted a catheter two days before admission to hospital and had bled 
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as a result; three days after entrance she was bagged and delivered 
because of a temperature rise to 100° F. and the persistence of a foul, 
dark flow. 

Coincidence of Toremia and Ablatio—-lt is most interesting to note 
the association of albuminuria, hypertension, or both with many of 
the cases of this series. Thirty-one, or 24.2 per cent of the patients 
showed evidence of a definite toxemia by demonstration of hyperten- 
sion, albuminuria with or without casts in the sediment, or both, Six 
patients, or 4.7 per cent were eclampties. The remaining 91 cases, 71 
per cent, are regarded as nontoxemic because their records either 
show definitely that no signs of toxemia were present or are so in- 
complete that a decision on this point cannot be made. Interpreta- 
tion of the presence or absence of toxemia in the series is therefore 
conservative and concedes that certain cases may have had an unrecog- 
nized toxemie background. Although the belief is held) by many, 
including Williams and Holmes, that the toxie material involved in 
placental separation differs from that responsible for the occurrence 
of ‘‘preeclamptie toxemia,’ and although many ablatios are definitely 
of nontoxemie background, the present series affords 11 instances of 
patients who were known to have a definite toxemia and who were 


being ‘‘carried along’’ on a dietary and eliminative régime, in whom 
a separation of the placenta occurred. The question as to cause and 
effect cannot, of course, be finally decided until more accuracy has 
been attained in differentiating the various toxemie states than our 
present knowledge of them affords, and until the nature of the toxic 
substance or substances has been determined. 

If one is to believe that a toxemic state bears some etiologie rela- 
tionship to ablatio placentae it would be interesting to know what the 
likelihood is that a toxie patient will develop this complication. The 
hospital records for the same eleven vears yield a total of 612 deliv- 
eries of toxemic cases, of 95 eclampties either delivered in the hospital 
or dying undelivered, and of 67 chronie nephrities not classified under 
the two previous headings. Here again controversy may be raised as 
to the relationship or nonrelationship of these three alleged entities 
each to the other: the fact remains, however, that they show sufficient 
clinical relationship to make it reasonable to classify them together 
for this purpose. Add to these 15 cases of the 128 ablatios which, 
though net recorded as toxemies, prove on close examination to have had 
a toxemic background, plus one which escaped the classification of 
convulsive toxemia, and we have 790 cases in which a total of 37 
ablatios occurred. This constitutes one premature separation of the 
placenta in twenty-two deliveries of toxemies, a ratio which suggests 
more than a casual relationship between the two conditions. 


Methods of Delivery —Delivery of the patients in this series was ef- 


fected through the pelvis in 89 cases, or 69.5 per cent. Seventeen of 
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these were delivered spontaneously, five by foreeps, five by version or 
breech extraction, three by vaginal hysterotomy, three by Braxton- 
Ilicks bipolar version; manual dilatation was resorted to 21 times, 
and the Voorhees bag was used in 35 eases, four of which required 
subsequent manual dilatation. Abdominal cesarean section accounted 
for 39, or 30.5 per cent of the deliveries, including one in which hys- 
tereetomy was done when the uterus was found to be badly infiltrated 
and noneontractile. 

Uteroplacental Apoplery, as distinet from simple separation, was 
identified in 12 cases of the series, one ease being undetermined. Sinee 
diagnosis of toxemie apoplexy is purely conjectural if the abdomen is 
not opened, diagnosis in these twelve cases was based on findings at 
cesarean, and only those cases are recorded as apoplexy where hemor- 
rhagie infiltration of the uterine wall was definitely observed. Nine 
of the twelve patients were toxemie, and one eclamptie. In one of the 
remaining cases there was a trace of albumin in the urine on admis- 
sion, but as the patient had been flowing and as the specimen was not 
reeorded as having been obtained by catheter, the faet that blood was 
found in the sediment points to the probability of contamination. Her 
blood pressure was 120/90 on admission and remained between 118 
and 134 throughout convalescence, while catheter urine shortly after 
delivery was albumin free. The other patient showed no rise in blood 
pressure above normal, while the only specimen of urine examined 
following postoperative catheterization showed a S.P.T. of albumin 
with pus in the sediment. It seems fair to exelude these last two 
eases from the toxemie classification. 

Table IL indieates that in all the patients who showed the apopleetie 
type of separation the uterus was rigid, boardlike, or not relaxing 
normally. This observation, so far as it goes, supports the hypothesis 
that undue hardness of the uterus may be indicative of an underlying 
apoplexy, especially when, as happened in ten of the twelve apoplee- 
ties the uterine rigidity was associated with evidence of a toxemia. 
Unfortunately for this idea, however, Table IIT shows a series of ten 
patients with toxemie backgrounds and rigid uteri in whom cesareans 
were done without disclosing manifestations of apoplectie changes. 
In other words this series does not bear out the above hypothesis. 

The fact, however, that the term ‘‘uteroplacental apoplexy’’ sug- 
gests a fulminant onset of the condition lends interest to the initial 
symptom in these eases. Pain was the initial symptom in five of 
eleven of the apoplectie patients in Table IT, five others starting pro- 
eeedings with bleeding and one with labor. This is in marked econ- 
trast to the initial symptoms in Table III, where cesarean failed to 
disclose apoplexy, for in these 25 eases pain was initial in only two. 

It must be admitted, then, that the present series vields no sign or 
combination of symptoms and signs by means of which the presence of 
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the apoplectie type of placental separation can be diagnosed before 
delivery. 
settling the question as it is much influenced by shock, hemorrhage, 
or both, and was recorded as 140 or higher in only four of the twelve 


proved cases of apoplexy. 


Elevation of the blood pressure does not aid materially in 


Degree of Placental Separation—This could be ascertained in only 
9) of the histories. 


In 35, or 59 per cent, separation was complete; in 
55, or 61 per cent it was partial. It is interesting to note that in two 
cases delivered following bag induction of labor, no anatomic evidenee 
of separation was found. In the apoplectic series detachment was 
complete in seven, incomplete in two, not recorded in three, making 


TABLE LI. APOPLEXY 
CASE TOXEMIC ONSET UTERUS BP. DETACHMENT RESULT 
NUMBER PLACENTA L. OR PD. 
~ 28220 No Pain Rigid 120-134 Not ree. a 
PR595 Yes Pain Rigid 125 Not ree. L. 
98938 Yes Boardlike 116 Complete L. 
29384 Yes Rigid 140 Complete D. 
29779  Eelamptie Rigid 160 Complete D. 
Yes Ilem. Rigid 140 Complete D. 
RO905 Yes Labor Not relaxing 130 Partial I. 
32135 No Boardlike SS Not ree. 
32158 Yes Pain Rigid 140 Complete L. 
32344 Yes Pain Rigid 100 Complete LL. 
35399 Yes Pain Zoardlike 130 Partial LL. 
39714 Yes Not ree. Rigid 82 Complete Li 
TABLE TIT, DELIVERIES. APOPLEXY Nor DEMONSTRATED. 
NUMBER PLACENTA L. OR D. 
P5065 No Rigid Not rec Complete Ris 
26085 No Labor Rigid 120 Partial I. 
26240 No Hem. Rigid 60 Partial 1). 
27477 Yes Rigid 120 Partial LL. 
27521 Yes Ilem. Rigid 60 Complete im 
27524 Yes IIem. Rigid 145 Complete 
2757 No Hem. Not relaxing 110 Complete LL. 
2036 No Hem. Not ree. 120 Complete L. 
28141 No Labor Not relaxing 110 Partial lL. 
98855 No Ilem. Relaxed 120 Partial I. 
20194 No Labor and hem. Not relaxing 105 Partial | 
Yes Ilem. Not ree. 190 Not ree, 
80665 No Ilem. Relaxed 130 Not ree. I. 
S2040) No Not ree. Not ree. 132 Complete 
32076 Yes Hem. Not relaxing 140 Partial 1). 
82500 No Pain Tender L. side Partial 
32797 No Labor and lem. Not ree. 106 Not ree. Bi. 
Kelamptie Ilem. Rigid 228 Partial 1). 
Yes HTem. Rigid 160 Partial LL. 
4504 No Labor Not ree. 108 Partial I. 
4308 Yes Pain Rigid 128 Complete L. 
OTS No Labor Relaxed 128 Partial I. 
060 Yes Not relaxing 190 Partial 
No Ilem. Boardlike 80 Complete 
OST Yes Not ree, Rigid 110 Not ree. L. 
No Ilem. Relaxed 118 Not ree. LL. 
O04 Yes Hlem. Rigid 120 Not ree. 
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the incidence of completely detached placentas definitely higher in 
this class than in the series as a whole. 

Fetal and Neonatal Mortality was found to be high. Fifty living 
babies were born and survived, a percentage of 33.5, while 80° babies 
stillborn and dying shortly after birth (including two pairs of twins) 
indicate a mortality of 61.5 per cent. 

Maternal Mortality. —(Table Eleven mothers died, 117) sur- 
vived, a mortality of 8.6 per cent. Of these, four died from shoek 
and hemorrhage shortly after delivery; one, a toxemic, following 
Braxton-Hicks version, two, with toxemic data unrecorded, following 
accouchement forcé, one, presumably nontoxemic, following cesarean 
section. One patient, with no evidence of toxemia, also died of shock 
and hemorrhage following accouchement foreé. One toxemic patient, 
delivered by cesarean, died six days postpartum with complete sup- 
pression of urine. One eclamptie delivered by cesarean plus hysterec- 
tomy, also died six days postpartum with uremic symptoms and a 
possible terminal pneumonia at a time when urinary secretion was 
beginning to be reestablished following practically complete suppres- 
sion. Another toxemie patient died in collapse some six hours after 
delivery by cesarean. One toxemic, delivered by cesarean, died eight 
days postpartum of uterine sepsis, pelvie peritonitis, and bronchopneu- 
monia. One eclamptie, in whom labor was indueed with the Voorhees 
bag, died nineteen hours postpartum with the clinical diagnosis of 
acute dilatation of the heart, whieh, however, was not demonstrated 
at necropsy. One eclamptie died four hours postpartum following 
cesarean section, 

The series of uteroplacental apoplexies shows three deaths, a mor- 
tality of 25 per cent. The 27 cesareans in whom apoplexy was not 
demonstrated resulted in three deaths, a mortality of 11.1 per cent. 

Postmortem Findings —Formal necropsy was obtainable only in 
three cases. Only the second of these showed a uterus which was 
erossly hemorrhagic, and which proved the case in retrospect to have 
belonged in the apoplectie group. The third case showed a liver which 
revealed eclamptie changes on microscopic examination, but the 
uterus was recorded as not remarkable either grossly or on histologic 
section. In one case, however, where permission for necropsy was re- 
fused, the abdomen was reopened postmortem through the cesarean 
incision, and portions of the liver, kidney, and uterus were removed 
for microscopic examination; these showed, respectively, acute hemor- 
rhagie necrotizing hepatitis confined chiefly to the periportal areas, 
acute diffuse nephritis, and hemorrhages into the uterine musculature. 
This case is of especial interest in that it shows the presence of an 
‘“eelamptic liver’? in a patient who had had no convulsions but who 
had a typical uteroplacental apoplexy in the presence of a toxemia 
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which was diagnosed clinically as of the chronie nephritie type. It 
suggests, in this one ease, at least, that the hepatic change incident 
to toxemie apoplexy may conform to the common picture of the char- 
acteristic alterations produced by the toxin of eclampsia. 


CONCLUSIONS 


1. Premature separation of the placenta occurred once in every 
ninety-four deliveries at the Boston Lying-In Hospital during the 
eleven years, 1916 to 1926, inclusive. The fact that it occurred in 39 
primigravid patients as compared with 89 multigravidas makes it 
probable that its incidence is at least as common as a complication of 
primiparous pregnancies and labors as of multiparous. The inei- 
denee was slightly more frequent below the age of thirty vears than 
at this age and above. It may occur at any time after the placenta 
is fully formed, but before the seventh month the symptoms and signs 
are usually indistinguishable from those of miscarriage. 

2. Vaginal bleeding is the most constant symptom as well as sign 
of this eondition, and occurs first in point of time more often than 
not. External bleeding is not, however, necessary to clinch the diag- 
nosis in many eases, and its occurrence should not be awaited in the 
patient where other indications point to the presenee of an ablatio. 

3. None of the cases in which the hemorrhage was of the completely 
concealed type resulted fatally for the mother. 

4. Uteroplacental apoplexy ean be identified only at cesarean see- 
tion or by necropsy. No sign, or combination of signs, vet deseribed 
enables us to diagnosticate this type of separation with any degree of 
accuracy. 

5. Twenty-four and two-tenths per cent of the cases in this series 
showed a toxemie background, 4.7 per cent were in eclampties. Ab- 
latio occurred once for every twenty-two cases with toxemia delivered 
during the eleven years. The occurrence of separation being four 
times more frequent in toxemies than in the general series of de- 
liveries points strongly to a toxic element in this type of ease which 
may bear a causative relation to ablatio. The nature of the toxie 
substanee or substances is still undetermined. 

6. The maternal mortality in this series was 8.6 per cent, fetal and 
neonatal 61.5 per cent. More mothers died in eases where uteropla- 
cental apoplexy was present than in those where it was not. 

7. The oecurrence of suppression of urine following cesarean for 
ablatio in toxemie cases is a complication of the gravest prognosis. 
Two such cases reported in this series resulted fatally. 
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A REPORT OF CASES OF CARCINOMA OF TITE CERVIX 
TREATED BETWEEN 1875 AND 1927 AT THE 
BOSTON FREE HOSPITAL FOR WOMEN 


Horatio Rogers, Jr., M.D., Boston, 


F 23,781 patients admitted to this hospital between November, 
O 1875, and January, 1927, 550 were found to have carcinoma of 
the cervix. In 433 cases the diagnosis was made or confirmed by 
microscopic examination. The clinieal findings in the other 117 were 
such as to leave no doubt about the diagnosis, and 85 of this group 
were seen before 1902, when microscopic examination was not a 
routine procedure. 

Forty-four of the 483 showed adeno- and the remainder squamous 
‘arcinoma. It has been found impossible to distinguish elinieally 
between these two types either in the diagnosis or in the course of 
the disease. 

Fifty-two patients, 9.4 per cent, gave a history of never having 
been pregnant. This includes both single and married women. 

Twelve patients had had previous trachelorrhaphy for cervical 
lacerations four to twenty years before the diagnosis of carcinoma; 6 
of these were operated upon at this hospital. Thus, of 3650 patients 
on whom the operation of trachelorrhaphy was performed between 
October, 1875, and January, 1927, at least 6 later developed carcinoma. 
Would more or less than 6 of this group have developed carcinoma if 
the trachelorrhaphies had not been done? We cannot render figures 
one way or the other. As evidence, however, of the prophylactie and 
diagnostic value of trachelorrhaphy, we have found in the last eight 
months (February to Oetober, 1927) early but unmistakable carei- 
noma microscopically in the trachelorrhaphy specimens of three pa- 
tients whose lacerated cervices gave absolutely no gross suggestion 
of the disease. This unexpeeted finding of carcinoma occurs on an 
average of twice a year, during which period about 130 cervices are 
repaired. Further, as purely suggestive evidence for the prophylaxis 
of cervical carcinoma, not one of this series of 550 cases gave a his- 
tory of cauterization of the cervix and of the 1150 patients who had 
cauterization of the cervix between 1914 and January, 1927, not one 
has been known to develop carcinoma. 

Nineteen patients had had previous supravaginal hysterectomy. 
From a careful study of this group it was determined that 10 quite 
certainly could not have had carcinoma of the cervix at the time of 
hysterectomy, that 5 quite certainly did have cervical carcinoma at 
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the time of hysterectomy and that 4 might or might not have had the 
disease. Ten of the 19 had had their previous supravaginal hysteree- 
tomies at this hospital and two of these probably had carcinoma of the 
cervix at the time of hysterectomy. During this same 51: year 
period 2400 supravaginal hysterectomies were performed. We know 
of 8 who later developed carcinoma of the remaining cervix, an inei- 
dence of at least 0.0033 per cent. 

Fifty-nine, or 10.7 per cent, gave a family history of malignant 
disease. 

The two voungest patients in this series were twenty-five vears of age. 

There were 40 patients who reeeived no operative treatment, either 
being beyond any palliative procedure when seen or refusing operation, 


OPERATIVE MORTALITY 


There were 24 postoperative deaths out of 510 patients operated 
upon, a gross mortality of 4.7 per cent. Nineteen deaths followed 
abdominal operation, 4+ followed curettage and = cauterization and 1 
radical amputation of the cervix. Nine of the 19 deaths following 
abdominal operation oecurred before 1902 making the operative mortal- 
ity before this date 64.2 per cent. Of the other 10 operative deaths, which 
occurred after 1902, one followed radical abdominal excision of the 
cervical stump (3 in all), a mortality of 33.5 per cent, 5 followed 
complete abdominal hysterectomy (50 in all), a mortality of 10.6 per 
cent and 4 followed the Wertheim operation (81 in all), a mortality 
of 4.93 per eent. Of a total of 140 abdominal operations performed 
between 1902 and 1927 on patients with carcinoma of the cervix 
there were 10 operative deaths, a mortality of 7.14 per cent. 


OPERATIVE TREATMENT 


One hundred and twenty-one patients were treated by curette and 
cautery only. The majority of these were inoperable and were seen 
before radium and x-rays were available. 

Amputation of the cervix was performed on 28 patients. Nearly 
all of these were seen when abdominal operations were feared and 
avoided. It is of interest to state in parenthesis that of the only 5 
cases of malignant pelvie disease jn 638 patients with procidentia seen 
during the same period, one was a carcinoma of the protruding cer- 
vix, and in this instance amputation was the only possible method of 
operation because the disease had grown up over the bladder. 

-alliative supravaginal hysterectomy was performed on two ad- 
vaneed cases. 

Vaginal hysterectomy was done on 13 patients, all before 1900. 

Three radical abdominal excisions of cervieal stump carcinoma were 
performed on patients who had had previous supravaginal hysteree- 
tomy. 
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Under the heading of complete hysterectomy are classed those pa- 
tients on whom radical operation was performed without dissection 
and isolation of the ureters, this as distinguished from the Wertheim 
method where a wider excision is made possible by isolation and 
lateral displacement of the ureters. Forty-three patients were treated 
by complete hysterectomy alone, 58 by the Wertheim hysterectomy 
alone. Eighteen patients were treated by Wertheim hystereetomy 
followed by radium, 14 by complete hysterectomy followed by radium 
and three by supravaginal hysterectomy followed by radium. Ra- 
dium followed by Wertheim hysterectomy was the procedure with 
five patients, radium then complete hysterectomy with four, radium 
then radical excision of cervix with two and radium followed by 
supravaginal hysterectomy with two. 


Figs. 1, 2, 3, and 4. 

Fig. 1.—Coin and tube applicator (described in text). 

Fig. 2.—Flexible tube applicator. The tube is made by winding flat, 0.5 mm, thick, 
brass wire and silver, soldering it to a threaded base which fits a flexible copper 
handle. The brass washer butts against the cervix and serves to prevent displace- 
ment when the vagina has been packed with gauze. (The various tubes, handles, 
washers and pill boxes are all standardized and interchangeable so that a number 
of combinations can be put together.) 

Fig. 3.—Brass tube and pill box applicator, as described in the text. The tube, 
attached to the handle with a small washer intervening, is first inserted into the 
cervieal canal. Then the pill box is slipped down over the tube. The gauze packing 
holds the box against the cervix or vaginal vault. 

Fig. 4.—Pinwheel applicator, for getting the radium nearer the vaginal fornices. 
Kach arm will hold a 25 mg. capsule. In certain eases this apparatus can be used 
With the tube and handle in place of the pill box. 


RADIUM TREATMENT 


Radium alone was used for 198 patients by the application of the 
radium salt, the bromide, in glass capsules surrounded by 0.5 mm. 
silver capsules. The dosage has varied from 100 to 225 me. for from 


two to thirty-six hours, most generally 200 or 225 me. for twenty-four 


hours. Doses of more than 100 mg. have not been left in for more 
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than twenty-seven hours. One method of application has been as 
follows: two 50 me. capsules in a rubber tube are inserted in the cer- 
vical canal and uterine cavity and 125 mg., plastered to a 50-cent 
piece or a silver dollar (with holes bored in their centers for the passage 
of the rubber tube) and covered by a rubber dam, are applied against 
the diseased cervix, the surrounding parts being packed away by 
gauze strips (see Fig. 1). Where indicated, a curettage and cauter- 
ization to remove excess growth and allow for better application has 
been performed from ten days to two weeks before the radium was 
used. That this procedure is fraught with no apparently unfavorable 
effeets is shown by a comparison of end-results. Half of those pa- 
tients who had operation or radium had preliminary curettage or 
curettage and cauterization; half did not. No difference in results 
could be detected. Similarly, of the 24 patients who lived longest 


Figs. 5, 6, and 7. 


Fig. 5.—Handle, washer and short brass tube, 

Fig. 6.—VPill box and handle, for use in applying radium after a complete hysteree- 
tomy or in any instance where the tube is not practicable. 

Fig. 7.—Rectal radium applicator, can be used in carcinoma of the rectum, where 
carcinoma of the cervix has involved the reetum and in carcinoma of the vagina. 
The apparatus consists of five brass tubes, 0.5 mm. thick, fastened to a base at each 
end. The bullet end of the applicator and the cap are threaded to fit these bases. 
Kach tube is numbered, By using pieces of thin, wooden swab sticks as plugs, the 
radium capsules can be distributed as desired and held in place. 
after treatment, 13 had preliminary curettage or curettage and cau- 
terization and 11 had no manipulation beyond careful bimanual 

. 
examination. 

Another and more recent method of application has been by 0.5 
mm. brass containers (Figs. 2, 3, 5, and 6). One hundred mg. are 
placed in the brass tube, stiff or flexible, in the cervical canal and 
125 mg. are laid in modelling wax in the brass pill box, $1.00 or 50 
cent size, covered with a 0.5 mm. brass lid and butted against the 
disease. The brass eliminates practically all the beta rays that get 
by the silver capsule. No attempt has been made to eliminate see- 


ondary beta rays. 
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Another method for getting the radium nearer the parametria and 
into the vaginal fornices has been used occasionally in the past two 
vears (Fig. 4). 

RESULTS 

We have no follow-up data on 156 patients after their discharge. 
The majority of these were treated in the earlier days of the hos- 
pital. (These cases are included in our ealeulations. ) 

The following is a summary of results as determined by follow-up 
to January 1, 1927: 

GROSS STATISTICS 


Received no treatment 40 
Not traceable 
Operative deaths 24 
Died 6 months or less after discharge 
Died 6 months to 1 vear after discharge 71 
Died 1 to 2 years after discharge aes mae 59 
Died 2 to 3 vears after discharge a = 20 
Died 3 to 4 vears after discharge a i 5 
Died 4 to 5 years after discharge 7 
Died 5 to 10 vears after discharge pee on, 
Died over 10 vears after discharge 
Living 6 months or less after discharge (recent cases) ae 13 
Living 6 months to 1 year after discharge = = 23 
Living 1 to 2 vears after discharge ee 31 
Living 2 to 3 vears after discharge 22 
Living 8 to 4 vears after discharge = > 
Living 4+ to 5 vears after discharge = » 
Living 5 to 10 years after discharge ae 15 
Living over 10 vears after discharge _ 10 


Thus, of 510 patients in all who were treated, 10.98 per cent passed 
the three-year interval and 5.88 per cent passed the five-year interval. 
Taking into consideration the faet that some of these patients died of 
late recurrence after passing the five-vear interval (we know of five 
such) and that probably some of the 156 who were not traceable did 
pass the five-year interval, 5 per cent of absolute cures in this series 
is approximately correct. 

For comparing results, the patients are grouped according to the 
classification of the Ameriean College of Surgeons: 

A. Disease limited to cervix. 

Lb. Disease involving eavity or vaginal wall. 
(. Disease involving broad ligaments. 

D. Wide fixation. Remote metastases. 


1. Primary ease. 


2. Recurrence in vaginal wall following panhysterectomy for 
cancer. 

4. Recurrence deep in pelvis following panhystereectomy. 

4. Carcinoma of cervix following supracervical hysterectomy. 
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DETAILED STATISTICS BY CLASSES 


Class A.—Of the four patients who received no treatment, two refused operation 
and two failed to return when summoned, the disease having been discovered on 
microscopic examination of the tissue removed at a repair operation, Three of 
these are untraceable. The other died one year after discharge. 

Of the three patients treated by curette and cautery, one died six months P.O., one 
died at one year three months P.O., and one was alive when last seen, one year 
three months P.O. 

Two patients were treated by amputation of the cervix; one was alive and well 
twenty-two vears P.O. and one is now alive and well, seven months P.O, (Pro- 
cidentia with carcinoma of cervix.) 

Vaginal hysterectomy was performed on two cases; one was an operative death— 
the other was alive and well eleven vears five months P.O. 

Fifteen patients were treated by complete hysterectomy. There was one opera- 
tive death; one is untraceable, one died one month P.O., one died at one vear 
two months P.O., one at three vears eleven months and one at five years aiik ies 
months P.O. Three were alive and well from one year to one year six months 
P.O, One was alive and well at four years ten months P.O., one at five years 
seven months, one at six years six months, one at ten years, one at sixteen years 
and one at seventeen years P.O. Passed the three year interval—53.3 per cent; 
the five vear interval—40 per cent. 

The Wertheim operation was the procedure with 28 patients. There were 
no operative deaths. Two could not be traced after leaving the hospital. One 
patient died eight months P.O., one died of heart disease two years four months 
P.O., one died of cancer at two years eleven months, one at three years nine months, 
one at four years nine months, and one at five years ten months. Four recent 
cases are alive and well less than one year P.O. Two other patients were well at 
three and five months P.O. but are untraceable further. Two are apparently well 
at one year two months and one year three months P.O. and three between two 
and two and one-half years P.O. One was alive and well at four vears P.O., one 
at four years seven months, one at five years five months, one at six years eight 
months, one at six years ten months, one at 7 years, one at seven vears two months, 
one at nine years and one at fifteen vears P.O. Passed the three year interval— 
42.8 per cent. (Calculating to 1924 instead of 1927—65.1 per cent.) Passed the 
five vear interval—28.5 per cent. (Calculating to 1922 instead of 1927—44.4 per 
cent.) 


Radical hysterectomy (ineludes both ‘complete’ 


and Wertheim) followed by 
radium was the treatment in eight cases. There were no operative deaths. One 
patient died seven months P.O., one at one year eight months P.O., one at four 
vears five months, one at nine years six months and one at ten years five months 
P.O. Two were alive and well at two years nine months and three years eleven 
months P.O., respectively. One was living with a reeurrence at three vears P.O. 
Passed the three year interval—75 per cent; the five year interval—25 per cent. 

Of the two patients treated by radium followed by radical hysterectomy one died 
of cancer three years four months P.O, and one was apparently well at two years ten 
months P.O. 

Radium alone was the treatment in eighteen cases. There was no operative 
mortality. Five are well less than one year six months P.O. (recent cases). Three 
died less than one yvear six months P.O. Two were living with a recurrence at 
two vears two months and three vears nine months P.O. One was alive and ap- 
parently well at two vears P.O., one at two years four months, one at four years, 
one at four vears four months, one at four vears seven months, one at five years 


nine months, one at six years six months and one at seven years two months P.O. 


+ 
‘= 

x 

% 

“3 


SMITH], SMITIIWICK AND ROGERS: CARCINOMA OF THE CERVIX 


The last six patients were treated with the radium salt in glass capsules sereened 
py 0.5 mm. silver and rubber as follows: 212.5 mg. for twelve hours—150 mg. for 
ten hours—200 mg. for twelve hours—100 mg, for eight hours—100 mg. for twenty- 
four hours and 100 mg. for twenty-four hours; the longest ‘‘eure’’ being from a 
single dose of 100 mg. for twenty-four hours. VPassed the three-year interval— 
38.8 per cent. (Calculating to 1924—87.5 per cent.) Passed five-year interval— 
16.6 per cent. (Caleulating to 1922—100 per cent—only three cases.) 


Class B.—One patient received no treatment—did not return when summoned 
and is untraceable. 

Two patients were treated by curette and cautery, One is untraceable. The other 
was alive, and apparently well, at three years nine months P.O, 

Amputation of the cervix was the procedure with five patients. One is untrace- 
able, one was alive with a recurrence six months P.O., one was apparently well at 
seven years eleven months P.O., one died at eighteen years nine months P.O, and 
one was well at twenty-one years nine months P.O. Thus, three of five cases passed 
the seven year interval. 

Of the two patients treated by complete hysterectomy one was living with a 
recurrence at eleven months and one died at two vears P.O, 

The Wertheim operation was performed on five patients. One died at seven 
months, one at one vear and one at two years six months P.O. One recent case is 
alive and well at two months and one at one year P.O. 

Radical hysterectomy followed by radium was the procedure with five patients. 
One died at one year six months, one at two years six months and one at four 
years four months P.O. Two were alive and well from ten to eleven years P.O. 

One patient, treated by radium followed by hysterectomy, was well two yeurs 
ten months P.O. 

Of the fourteen patients receiving radium alone three died less than one year 
P.O., two less than two years P.O., three are living between one and two years 
P.O., five are living between two and three vears P.O., and one died 6f cancer four 
years P.O, 


Class C.—Twelve patients received no operative treatment, Eight were untraced, 
one died one month after discharge, one at six months, one at ten, and one at eleven 
months after discharge. 

The curette and cautery only were used on thirty patients. There were two 
operative deaths; thirteen patients are untraceable. Five died less than one year 
P.O., two at one year four months and one at two years two months P.O. Three 
were living with a recurrence jess than six months P.O., one at one year, one at 
one year three months, one at one year ten months and one at four years P.O, 

Amputation of the cervix was performed on eighteen patients. There was one 
operative death. Nine patients could not be traced. One died one month P.O., one 
at one year four months and at two years P.O. There were alive with recur- 
rence 


one at two months P.O., one at five months, one at nine months, and one at 
one year three months P.O. One patient was apparently well at two years five 
months P.O. 

Eight patients were treated by vaginal hysterectomy. Five were untraceable. 
One died six months P.O., one was moribund at seven months and one was ap- 
parently well at four months P.O. 

Complete hysterectomy was performed on twenty-three patients. There were 
nine operative deaths—39.1 per cent. Two were untraceable, One died three months 
P.O., one at six months. One died at one year P.O., one at one year two months, 


one at one year four months, one at one year six months and one at two years one 
month P.O, 


Five were alive with a recurrence at five months, six months, one 
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year three months, one year four months and three years one month P.O., re- 
speetively, 

Thirteen patients were submitted to the Wertheim operation—with two operative 
deaths. Eight died—at four months, six months, seven months, nine months, ten 
months, one year, one year seven months and one year eleven months P. O., re. 
spectively. Three were alive with recurrence at ten months, one year two months 
and one year four months P.O, 

Fifteen patients had radical hysterectomy followed by radium, either at onee 
or later. There was no operative mortality. Two died between six months and 
one year P.O., three died between one and two years V.O., four died between two 
years six months and three years P.O., one at four years six months and one at 
eight vears eight months P.O., all of caneer, Three were alive with recurrence at 
two vears two months, two years eleven months and six years two months P.O, 
One recent case is well eight months P.O. These figures as well as the correspond- 
ing figures in Classes A and B indieate strongly that radium as a routine procedure 
following hysterectomy wouid cause a distinet prolongation of life. 

Radium first, then hysterectomy, was the order with eight patients. There was 
one operative death. One patient is untraced. The other six patients died as 
follows: at eleven months P.O., at one year one month, at one year five months, 
at two years five months, at two years six months and at six years eleven months 
after radium application—all of carcinoma. 

Ninety-five patients were treated with radium alone. No operative mortality. 
Seven could not be traced following discharge. Ten died less than six months 
after treatment, twenty-five from six months to one year, twenty-three from one 
year to one year six months, two from one year six months to two years, three 
from two years six months to three veurs and one at four years after treatment. 
There were living with reeurrence less than one year P.O.—eight patients; between 
one and two years—six; at two years seven months—one; at two vears eight 
months—one, There were apparently well—two at six months—one at seven 
months—one at one year six months—one at two years two months—one at two 
years seven months—one at three years seven months—and one at four years three 
months after treatment. 


Class D.— Thirteen received no operative treatment. Eight were untraced; the 
other five died six months or less after they were seen. 

Curettage and cauterization was the only treatment in eighty-one cases. There 
were two operative deaths. Forty-six had no follow-up. Eighteen patients died 
less than six months P.O., eight from six months to one year, three from one to 
two years and one at three years P.O. Nine were alive from two months to one 
year and two from one vear to one vear six months. 

Cervical amputation was performed on three patients. One died six months 
P.O., one at eleven months and one at one year six months, P.O. 

Vaginal hystereetomy—three eases. One was an operative death, one was un- 
traced aud one died seven and five-tenths months P.O. 

The Wertheim operation was the procedure with twelve patients. There was 
one operative death. One is untreced. Three died between five and eleven months 
P.O., one at two years and one at four years eleven months P.O. Four were alive 
with recurrence less than 8 months P.O. One patient was well at ten years ten 
months P.O. (Ilad large iline gland metastases at time of operation.) 


One patient died cight months after complete hysterectomy. 

Seven patients had hysterectomy and radium, One is untraced. Two were 
alive with a reeurrence at four and eight months P.O. The other four died less 
than one year eight months P.O. 


Radium followed by hysterectomy—two cases—died at five and eleven months P.O. 
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Radium alone was used in sixty-one Class D cases. Untraced—three. Died less 
than six months P.O.—cighteen; six months to one year—thirteen; one year to 
one year six months—ten; one year six months to two years—two; two years to 
two es six months—two; one at two yveurs seven months and one at three 
aiiales P.O. Eleven patients were alive with a recurrence Jess than one year four 


months P.O. 
CLINICAL-PATHOLOGIC STUDY 
The following is a résumé of an exhaustive clinieal and pathologie 
study (made by Dr. Smithwick) of 95 cases treated at the hospital 
between January, 1917, and January, 1925, the purpose being to show 
that the pathology of cervieal carcinomata affords a valuable index 


Fig. 8.—A scirrhous carcinoma of the cervix—pure transitional cell type. 
as to the choice of treatment of cases in which either operative pro- 
cedures or radium therapy can be employed. 

In addition to the adenocarcinomas, and the **spinal,’’ ‘‘transi- 
tional’’ and ‘‘fat spindle’”’ cell types of squamous carcinoma (Martz- 
loff), two other pathologie types have been emphasized, viz., the 
“seirrhous’’ (Figs. 8 and 9), in which the stroma or fibromuscular cer- 
vieal tissue makes up one-third or more of the tumor, and the ‘‘soft”’ 
(Fig. 10), in which carcinoma cells make up two-thirds or more of the 
tissue. Any type of cell may predominate in either the scirrhous or soft 
tumors. The distribution of types in this series is shown in the follow- 
ing table: 
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THE 


TYPES 
Spinal 
Transitional 
Fat Spindle 
Adenocarcinoma 


Secirrhous 
Soft 


AMERICAN 


JOURNAL CF 


OBSTETRICS AND GYNECOLOGY 


Yo TOTAL “MARTZLOFP1 


NO. CASES % TOTAL 
25 26.4 
61.0 
6 6.5 
6 6.3 
34.8 
62 65.2 


(387 CASES) 


15, 


Fig. 9—A scirrhous type of carcinoma of the cervix in which transitional cells pre- 


dominate, 


There 


are 


also a 


few spinal 


and fat spindle cells. 


The following table of cases treated with radium compares the clin- 


ical follow-up with the eell type: 


TYPE 


Scirrhous 


Scirrhous 


Soft 


Soft 

Spinal 

Spinal 
Transitional 
Transitional 

Fat Spindle 
Adenocarcinoma 
Adenoenreimoma 


AVERAGE RECURRENCE 
INTERVAL 
10.5 mo, 


3.6 mo, 
3.9 mo. 
6.1 mo, 


mo. 


AVERAGE DEATH 
INTERVAL 


19.6 


This demonstrates the interesting and important finding that the 


interval between the application of radium and the first sign of local 


recurrence 
soft carcinomas 
ment was twice 


Was 


as lone in the scirrhous as in the soft tumors. 


about three times as long in the scirrhous as in the 
and that the total duration of life after radium treat- 


It also 


|| 
66.8 
12.0 
— NO. CASES 
10 
24 
a 31 9.8 mo. 
12 12.2 mo. 
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shows that the average recurrences and death intervals were approx- 
imately the same regardless of whether the tumor was an adeno- 
carcinoma or the predominating cell type spinal, transitional or fat 
spindle. ‘Thus it is not the actual type of cell but the proportion of 
stroma which indicates the prognosis to be expeeted when radium is 
used. On the other hand, when not more than one-third of the cervix 
was involved by the disease, there was found to be no relation be- 
tween the pathologic type, the intensity of treatment and the result, 
ie. 7 out of & early Class A cases have passed an average postradium 
interval of forty-two months to date; they showed all pathologie vari- 
eties and their radium dosage varied from 100 ing. for eight hours to 
225 me. for twenty-four hours. The same result could probably have 


Fig. 10.—A soft type of carcinoma of the cervix. The tissue is nearly 100° per cent 
tumor cells, the spinal cell type predominating. 


been achieved by operation exeept for the mortality risk which throws 
the balance in favor of radium in the very early ease. In this connee- 
tion Martzloff! has shown that where more than one-third of the cer- 
Vix is involved the broad ligaments are invaded in 53.6 per cent of 
cases. This finding was supported by a pre- and postoperative study 
of a group at this clinie. Thirty-three cases were classed as TA be- 
fore operation. Following operation it was found necessary to re- 
classify 12 cases because of broad ligament extension, iliae e@land 
metastasis or both. Eight of these 12 had complained of pain or 
distress in one or both lower quadrants since the onset of flowing or 
discharge and in each instanee invasion of one or both broad liga- 
ments was found at operation. A history of pain in the saeroiliae 
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region, sometimes radiating along the course of the sciatic nerve, was 
obtained in three theoretically TA cases in which metatases to the 
iliae glands on the side of the pain were demonstrated. 


SUMMARY AND CONCLUSIONS 


1. Of 23,781 patients admitted to the Free Hospital for Women 
over a period of fifty-one years 550 or 2.51 per cent had carcinoma of 
the cervix. 

2. During this same period 101 cases of carcinoma of the body of 
the uterus were seen. They comprised 0.42 per cent of the total ad- 
missions. The ratio of fundus to cervieal carcinomas is thus 1 to 4.46. 

3. A history of never having been pregnant was given by 52 or 94 
per cent of patients with carcinoma of the cervix. 

4. A family history of malignaney was given in 10.7 per cent of 
cases. 

5. In patients whose cervices protrude from the vulva, malignant 
pelvie disease is rare and carcinoma of the cervix very rare, despite 
mechanical irritation and a condition of leucoplakia. 

6. In recent vears the finding of carcinoma of the cervix on rou- 
tine microseopie examination of the trachelorrhaphy specimens in 15 
to 2.5 per cent of eases who have cervical repair, indieates that the 
procedure of trachelorrhaphy and biopsy has very definite value in 
revealing early carcinomata. 

7. It is impossible to show that trachelorrhaphy has an actual pro- 
phylactie value as regards carcinoma, although only 6 of 3650 patients 
who underwent cervical repair are known to have developed earei- 
noma later, whereas 486 out of 498 cases of carcinoma of the cervix (ex- 
cluding those who were never pregnant) had had no eerviecal repair. 
Furthermore, none of the entire series, 550, had ever had cauterization 
of the cervix, whereas of 1150 patients who did have cauterization not 
one is known to have developed carcinoma. 

8. Eight of 2400 patients who had had supravaginal hysterectomy 
performed are known to have developed carcinoma of the cervieal 
stump, an incidence of at least 0.0033 per cent. 

9. The fact that carcinomata of the cervix have been entirely over- 
looked at the time of abdominal operation indicates that careful 
examination of every cervix, often with biopsy, should be a routine 
procedure in the operating room. 

10. The technie of radium application has been described and illus- 
trated. 

11. It could not be shown that curettage or curettage and ecauter- 
ization affects the outcome in any ease any more than do the manipu- 
lations of bimanual examination or the ordinary activities of the pa- 
tient, 13 of the 24 patients who lived longest after treatment having 
undergone these procedures. 
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12. The gross operative mortality in this series was 4.7 per cent. 
The mortality from abdominal operation before 1902 was 64.2. per 
cent, between 1902 and 1927, 7.14 per cent. In Classes A and B the 
mortality from radieal hysterectomy was 1.51 per cent; in Classes © 
and D it was 16.04 per cent. No deaths could be attributed to the use 
of radium. 

13. An absolute curability of 5 per cent is approximately correct 
1875 to 1927. 


for this whole group 

14. Detailed follow-up statistics have been ineluded. Unfortunately 
we have no further data on many patients who were apparently well 
two to three years after operation. 

15. Class A eases constituted only 14.9 per cent of the 550 patients 
with the disease. 

16. Of the Class A cases submitted to complete hysterectomy (as 
distinguished from the Wertheim operation) 53.3 per eent passed the 
three-year interval and 40 per cent the five-vear interval; of those 
submitted to the Wertheim operation 63.1 per cent passed the three- 
year interval and 44.4 per cent the five-year interval. Of the 9 Class 
A patients treated by radium alone before January, 1924, 7 passed 
the three-year interval. Three Class A patients treated by radium 
before January, 1922, are alive and well five to seven years afterward. 

17. Class A—operative and radium treatment—35 passed the three- 
year interval; 21 passed the five-year interval (78 cases in all to 
January, 1927, received treatment). 

Class B—operative and radium treatment—9 passed the three-year 
interval; 5 passed the five-year interval (34 eases treated to January, 
1927). 

Class C—operative and radium treatment 
interval; 3 the five-vear interval (210 cases treated to January, 1927). 


8 passed the three-year 


Class D—operation and radium—3 passed the three-year interval 
and 1 the five-year interval (178 eases treated to January, 1927). 

18. No difference between the adeno- and squamous carcinomata 
could be demonstrated either in the gross appearances or the clinical 
course of the disease or the results. 

19. Radium was used before operation in 13 eases, after operation 
in 35 eases. Although these series are too small for making definite 
conclusions, the results were clearly better in those who received post- 
operative radium. 

The following conclusions were reached after a special clinieal- 
pathologie study of 95 eases: 


20. The interval between the application of radium and the first 
sign of local recurrence was found to be three times as long, and the 
total duration of life after radium twice as long, in the scirrhous as in 
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the soft or medullary type of carcinomata. Thus a study of biopsy 
specimens would seem to offer definite assistance in gauging the prow. 
nosis in a given case. 

21. The results of operative and radium treatment of operable cases. 
i.e., Class A and early Class C, are very similar in this group. 

22. Although comparing the results of treatment with the cell types 
suggests that the order of malignancy from low to high is spinal cel] 
squamous, adenocarcinoma, transitional cell and fat spindle 
squamous (this is in agreement with Martzloff and others*), the dif. 
ferences are so slight that the division of these tumors on the basis of 
cell type appears to be of little aid either in prognosis or in deciding 
between radium and operation. 


The writers wish to thank Miss Isabelle Manson, Miss 


Miss S. Danziger for much valuable assistance, 
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PEDUNCULATED CYSTIC ADENOALYOALA OF TITLE UTERUS 
OCCLUDING TILE VAGINA 


Revorr or a Case 


By Epwarp L. Saynor. M.D. Kansas Crry, KANSAS 


(From the Pathological Departinent of the University of Nausas School of Medicine) 


three decades ago there arose an interest peculiar 
uterine newgrowth made up of fibromyomatous tissue in which 
there were seattered epithelial acini, similar in structure and action 
to the glands of the endometrium. Although tumors of this type had 
been previously recognized, if was in 1886 that von Recklinghausen 
published his classi¢ monograph’ in which he aseribed their source 
to misplaced remnants of the wolffian body. Tle also added that some 
cases might be due to a direst extension of the uterine mucosa into 
the myometrium. 

Cullen,' contemporaneous with the work of von Reeklinghausen, was 
able in nearly every case, to trace a direct continuity between the 
glandular structures of these tumors, and the existing endometriun. 
In his book on Adenomyoma of the Ulerus he conveniently classifies 
these uterine growths into the following three groups: 

lL. Diffuse, with the uterus preserving a relatively normal contour. 
2. Subperitoneal or intraligamentary. 


3. Submucous, 
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Cullen’s method of origin and his classification are generally ae- 
cepted at the present time, but there are several other theories that 
have been advanced by different writers. A few authorities contend 
that in certain uterine adenomyoma, where no connection ean be 
found with the endometrium, the origin is from misplaced portions 
of Miiller’s duct. Others consider the possibility of an embolie or 
metastatic displacement of endometrial tissue. Halban® maintaining 
that this occurred by way of the Iymphaties, while Sampson" has 
just recently demonstrated: that endometrial emboli may break into 


Fig. 1.—Drawing of the tumor showing the cystic appearance. 


the blood stream at menstruation, and are disseminated through the 
Veins into the uterine wall, where they can give rise to implantation 
erowths. 

This misplaced endometrial tissue is becoming more generally ree- 
ognized by both clinicians and pathologists, and many endometrial 
tumors have been discovered in isolated areas uneonneeted with the 
ducts of Miiller. These eetopie growths oceur in such a variety of 
locations that classification is difficult. An extensive study has been 
directed to working out their pathogenesis, but has failed to offer 
an acceptable theory that will explain all cases. 
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The purpose of this paper is not to delve into the voluminous litera. 
ture relating to the extrapelvie endometrial growths, but to add to 
the few cases on record, an unusually large pedunculated adenomyoma 
of the uterus. 

It is known that regardless of whether this aberrant endometrial 
tissue is intra- or extra-abdominal, there are certain unusual and 
unexplainable features that typify all these tumors. They oceur only 
in females, more frequently in nulliparas, and are restricted to pelvic 
and lower abdominal areas. Grossly they usually present a character. 
istie picture. They are not encapsulated and the outer part has an 
infiltrating character that gives them a malignant appearanee, vet 
they do not metastasize to distant organs in the manner of true malig. 
nancies. If they are of the diffuse uterine type and situated in close 
proximity to the lumen of the uterus, the endometrial border can 
usually be seen blending into the myomatous growth. Throughout 


_ Fig. 2.—Cross-section showing a large cystic cavity within the more fibrous por- 
tion of the tumor, On the right are several smaller cleft-like spaces embedded within 
an area of pale cellular tissue. At the lower border are a few ragged remnants of 
the pedicle. 

the eut section there are many cleft-like spaces seattered among the 
whorls of fibrous tissue and unstriped muscle. Frequently some of 
these spaces show eystie dilatation, and may contain hemorrhagie 
material. The ectopic forms have a similar gross appearance, and 
‘van often be recognized macroscopically by the presence of these 
blood-containing cavities. 

Microscopically these tumors consist of variable amounts of inter- 
lacing bundles of smooth muscle and fibrous tissue, showing here and 
there islands of typical endometrial stroma. Irregular e@land-like 
spaces are embedded in this stroma, and are lined with a single layer 
of more or less columnar epithelium on which cilia can often be 
demonstrated. Depending upon the size of these spaces they may ap- 
pear as typical tubules, identical with those of the uterine mucosa, or 
larger cavities that may either be empty or contain old blood: It is 


i 
¥ 
f 
a 
: 
fet y 
Mes 
ta 
4 
| 
4 
we , 4 
4 
2 
aps 
‘ 
pea 
ug 


SAYLOR: ADENOMYOMA OF THE UTERUS 653 


the hemorrhagie material within these eystie structures that lends 
unusual interest to these tumors. The presence of this blood, and 
the fact that these growths sometimes swell and grow painful at 
menstruation suggest that both are similarly reactive to ovarian 
stimulation. 

It is quite obvious, from the histologic structure, the method of 
development, and the physiologic action of these tumors that they 
should have been called adenomyomata, and this is the commonly 
accepted term in use, especially for the type limited to the uterus. 

Since the advent of the work on the heterotopie endometrial tumors 
many attempts have been made to find an acceptable name that could 
be applied to any or all of these tumors. Blair-Bell’ offers the term 
“ondometrioma,’’ saving that it definitely specifies the funetional en- 
dometrium that is invariably found in these tumors. Nicholson,’ who 


Fig. 3.—Low power photomicrograph Fig. 4.—High power (140 dinmeters) 
(60 diameters) showing the fibromyoma- showing the columnar character of the 
tous tissue containing well outlined epithelium lining the glandular tubules. 
islands of cellular endometrial stroma. A. focal area of mononuclear leucocytes 
Typical uterine glands are seen seattered is seen between the acini. 


throughout these islands, 


has made a thorough study of this subject, criticizes this term on the 
grounds that it implies a blastoma. He also points out that at the 
present time it is not known whether these are real blastomata or in- 
stanees of hyperplasia. For this reason he objects to fibroadenomy osis 
which is favored by many German writers, and considering this evi- 
dence Nicholson employs, particularly for the extrauterine type, the 
more noncommittal term ‘‘endometrial tumor.”’ 

Sampson,'? as a result of his extensive work on the heterotopie 
forms, concludes that there is a difference between uterine adeno- 
myoma and the extrapelvie growths. Ile considers the former a 
‘endometrial 


‘ 


direct or primary endometriosis and ealls the latter 
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implants.’’ Other terms as miillerianoma, adenofibromyvoma, adeno. 
myohyperplasia, ete., have been offered but not generally accepted, 
It can, therefore, be concluded that this controversy relative to a com. 
mon acceptable term indicates that the exact etiology and histogenesis 
of these heterotopic forms are still in dispute, and until some agree. 


ment is reached it is well to consider them as **endometrial erowths.” 
and distinet from uterine adenomyomata. 

Coincident with the varied nomenclature are numerous theories on 
the formation of these ectopic growths, but as this report concerns 
only those tumors directly connected with the uterus, only brief men- 
tion will be made of the many possible methods of origin that have 
been aseribed to these heterotopic forms. Michon and Comte? give 
a concise review of the various pathogenic theories which they 
classify as either aequired or congenital. The gist of these various 
hypotheses listed in their résumé being embodied in either embryonic 


. Fig. 5.—High power (140 diameters) showing the flattened epithelium of a large 
dilated tubule. The surrounding endometrial stroma is seanty, and the epithelial 
cells lie almost directly upon the fibromyomatous tissue. 


rests, metaplasia of preexisting peritoneum, or implantation during 
adult life, either direetly, or by metastasis through the lymphatic or 
venous channels. 

In considering the formation of the uterine adenomyomata it is well 
to repeat Cullen’s description of mucosal extension into the muscular 
wall, as this is the theory universally accepted today. In his book he 
mentions that by careful sectioning, this continuity could be traced 
in every one of fifty cases of diffuse adenomyomata. This connection 


has also been demonstrated by Bure.’ and others. By injection, Burg 
found that many of the invading columns even anastamose among 
themselves. 

The actual factor that incites this mucosal invasion is, however, un- 
determined. It is impossible, with what is known, to attribute any 
exact cause to the formation of these tumors. That the disorder is 
acquired is indicated by the work of Schwartz and MeNatley, who, 


AR r 
a 
ae 
hen 
ae 
4 
4 
ak 


SAYLOR: ADENOMYOMA OF THE UTERUS 695 
after examining the mucosa of numerous infantile uteri, were unable 
to find any evidence of endometrial extension. Many investigators 
have noted the coincidence of adenomyomata and hyperplastie endo- 
metritis, and suggest that the latter may be primarily instrumental 
in the development of these growths. 


lig. 6.—Diagrams showing the process in the formation of a submucous peduncu- 
lated cystic adenomyoma by isolation and expulsion of part of a diffuse adenomyom- 
atous growth. 

The process of mucosal invasion usually produces diffuse growths 
Within the uterine wall, but in certain cases some isolated areas of 
a diffuse growth may, through uterine contraction, be extruded to the 
surface where they become either subperitoneal or submucous adeno- 
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myomata. The latter type is rare. Among the 83 cases reported in 
his book, Cullen lists 7 as submucous growths, with a case (No. 7076) 
that is very much like the one reported here. Ile originally deseribed 
the method of formation, whieh Baldy and Longeope! confirm, as eon- 
sisting in the segregation of portions of a diffuse adenomyoma, with 
the progressive expulsion of some of these into the lumen of the 
uterus as submucous nodules, and finally a protrusion of the growth 
through the cervix as a pedunculated tumor. A case of Cullen’s is 
used to illustrate the primary separation of a small submucous growth 
from a large diffuse adenomyoma, supplemen*ed with one described 
by Schatz,'* where several submucous nodules extended into the lumen 
of the uterus, followed by the stage of expulsion in Diesterweg’s 
case,” Where the tumor protruded through the external os. The steps 
of this process are diagrammatically represented in the accompanying 
group of illustrations. 

An unusual feature of the ease reported here is the tendeney to 
eyst formation. This condition is doubtless caused by the hemor- 
rhage into the glandular spaces, combined with the release of pressure 
of the surrounding myometrium as the growth is extruded into the 
vaginal canal. Another causative factor is the marked proliferation 
of the fibromyomatous tissue which tends to eause a dilatation and 
distortion of the preexisting elandular cavities. 


CASE REPORT 


The patient was operated upon August 5, 1926 by Dr. D. E, Smith at Providence 
Hospital, Kansas City, Kansas, and it is through his kindness that this case is 
being published. 

Unfortunately however, this woman was admitted through the out-patient de- 
partment, therefore a detailed physical examination and laboratory report are not 
included. The patient, Miss IL., a middle-aged nullipara, complained of a feeling of 
fullness in the pelvis, and menorrhagia, usually accompanied by pain and discomfort. 
The past history was essentially negative. Pelvic examination revealed a large tumor 
mass that completely filled the vagina. This growth was impacted to such an extent 
that the examining finger could not enter the vaginal introitus. The tumor was 
removed with difficulty, and was attached to the wall of the uterine cavity above 
the internal os, by an irregular pedicle about 2 centimeters in diameter. This pedicle 
was severed with very little subsequent hemorrhage. The patient left the hospital 
the same day, and recovery has been uneventful, 

Gross Pathology.—The irregular, rounded, tumor mass, measured 10 by 8 by 5 
centimeters, weighed 152 grams and had a firm, elastic, consistency except in cer- 
tain eystie areas. These cysts protruded from the surface to give it a nodular 
appearance, Under these raised areas were both thick and thin walled eavities, 
some of which were empty, while others contained a dark red hemorrhagie sub- 
stance, which gave the tumor a mottled, dark red, and grayish color. 

The tissue on section was composed for the most part of pale fibrous tissue in 
which are poorly circumseribed cellular appearing areas. Seattered throughout the 
latter are many small, irregular, cleft-like spaces. Within the more fibrous portion 
there were numerous empty and partly collapsed eystie cavities with a smooth, pale 
lining. In a few of these there was some old hemorrhagie material, 
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Histologic Examination.-—Seetions show larger and smaller islinds of endometrial 
tissue embedded in a fibromyomatous stroma, In this endometrial tissue are glands 
identical with those of the normal endometrium, with «a cellular stroma typical 
of this region. There are also many cystic spaces lined by columnar epithelium 
representing dilated endometrial glands. Some of these eysts are distorted and 
contain a granular eosin staining material with a variable number of red blood 
cells and bits of desquamated epithelium, Others are empty and partly collapsed, 

There is some variation in the type of epithelium lining these spaces. Around 
the smaller ones it is cylindrical while the larger cyst walls are lined with a single 
laver of low or flat epithelial cells. As a rule the large eystie spaces lie almost 
directly upon the fibromyomatous tissue, but the smaller glandular tubules are 
invariably surrounded by a mantle of cellular endometrial stroma. 

The muscular and connective tissue elements greatly predominate in some places 
and often show an edematous appearance, There was some focal mononuclear in- 
filtration at intervals throughout the endometrial stroma, and around some of the 
glands. 


CONCLUSIONS 


1. There is reported here a ease of a large peduneulated eystie 
adenomyoma of the uterus, embedded in, and occluding the vaginal 
canal. 

2. There is obviously from our present knowledge a pathogenetic 
distinction between the heterotopic, and the uterine adenomyomata. 

3. The term ‘‘adenomyoma”’ is generally used for those growths 
that are limited to the uterus, and until a definite pathogenesis is 
established, the heterotopic forms are best called ‘‘endometrial 
tumors.”’ 

4. The theory for the formation of the diffuse uterine type by endo- 
metrial invasion is universally accepted, but the exact causative 
factor inciting the ingrowth is not known. 

d. The submucous pedunculated type represents the reaction of 
the uterus in expelling certain localized areas of a diffuse growth 
which may in turn become eystie. 
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THIRTY-NINTH AND ILupSON Roan. 


THE X-RAY TREATMENT OF AMENORRHEA, WITH A 
REPORT OF TITIRTY-EIGHT CASES* 


By Ira Karnan, B.S., New York, 
(Attending Radiation Therapist, Bellevue and Beth Israel Hospitals) 


HE treatment of amenorrhea by x-rays, although not a new proce- 

dure, has recently raised the question as to the advisability of its 
use, particularly in such cases where a subsequent pregnancy is de- 
sired or may result. 

A warning against its unfavorable sequelae has been sounded by 
some workers who based their assumptions on the findings in animal 
experimentation and on the observation of abnormal children born of 
irradiated parents. Werner reports on the birth of twenty monstros- 
ities following maternal irradiation. Penzoldt reports some Mongo- 
lian births following treatment and excessive exposure of the parents 
to x-rays. Penzoldt states that pregnancy occurring within four 
months following x-ray treatments may cause abnormalities in the 
child. 

In contrast to these reports are the good results following x-ray 
treatment reported by Rubin, Hirsch, Flatau and others who have 
used X-rays as a means of correcting amenorrhea and its concomi- 
tant sterility. Lenks says that, by applying small doses of x-rays 
to the ovaries, acquired amenorrhea of not too long standing can be 
relieved. My own results in the thirty-eight cases herewith reported 
have shown no untoward sequelae and suggest that x-ray when 
properly used is an excellent therapeutic agent for the treatment of 
an ovarian dysfunction. 

Just how the x-ray works on the internal mechanism of the female 
that controls the menstrual phenomena is not quite clear. Whether 
it is a stimulus to ovulation and thus prepares the field for impregna- 
tion, or whether x-rays inhibit some prohibiting action on the part 
of the female organism preventing menstruation and subsequent preg- 
nancy, | am at this time unable to say. 

Martius says that any change in the living reactions of the cell is a stimulation 
response, If this stimulation is too strong, death ensues to the cell; if moderate, 
paralysis may occur; if weak, an actual stimulation to increased cell activity may 
tuke place. Tle does not believe that the x-rays themselves stimulate.  Flatau 
speaks of the direct stimulation action of x-rays on the ovary, while Thaler states 
that the action is on the corpus luteum, that the x-rays destroy the yellow bodies 
and correct the amenorrhea of corpus luteum origin. Thaler, also, suggests some 
protein ehange in the blood due to weak x-ray dosage whieh may account for the 


*Read at a meeting of the Section on Obstetrics and Gynecology at the New York 
Academy of Medicine, May 22, 1927. 
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so-called stimulation phenomenon, Seitz and Wintz speak of a definite stimulation 
of the ovary. Penzoldt believes the graatian cells are more radiation sensitive 
than the primary follicles. Geller states that weak x-rays destroy these first line 
anlage cells of inferior quality allowing the regular four weekly period with re- 
placement of normal follicles and that this breaking of the cell blockade allows 
normal menstruation to take place. Aschoff, Colwell and Russ have shown that 
x-rays ict directly on the follicular elements of the ovaries. Lenks says that the 
x-rays act on the ovaries by eliminating a pathologie graufian follicle, the presence 
of which prevents the ripening of the normal follicle. He says there is no direct 
stimulating action on the ovaries, Hirsch believes the x-rays act on the corpora 
lutea. Robinson states the ovule is the most sensitive part in the follicle and that 
the tertiary follicles are the most vulnerable to x-rays, while the primary follicles 
are not affected and continue to ovulate after the irradiation effect passes over, 

Bagg from his experimentation with white mice suggests a direct action of the 
x-rays on the parental organs of reproduction, Ile concludes that x-rays lead to 
monstresities in the offspring. Martius, too, quotes several German workers who 
have come to the same conclusion, but Martius agrees that from observation on 
human beings no broad conclusions as to the abnormal results can as yet be drawn. 
Robinson says that the fear that irradiated women will give birth to monstrosities 
or mentally defective children has thus far not been substantiated by experimental 
or clinical facts. 

Niirnberger states that there is not sufficient. proof to show injurious external 
manifestations in the offspring and that more than irradiation injury is necessary 
to explain the alteration in hereditary transmission of the character germ to the 
embryo. He also feels that the germ poison theory still has to be proved and that 
the x-rays produce such a germ poison affecting the ovum. 

Schmitt draws attention to the fact that these workers lave been using eastra- 
tion doses leading to either permanent or temporary cessation of the menses, and 
that subsequent pregnancies occurring in these excessively radiated parents pro- 
duce abnormal offspring.  Flasskamp states that practical experience and not 
conjectures governs the question of irradiating or not irradiating the human ovaries. 
He notes that there is an absence of proper reporting of results in the experimental 
irradiation of ovaries, where no distinction is made between weak irradiation and 
doses leading to temporary or permanent sterility, nor does he believe all reported 
so-called child injuries due to the effeets of previous irradiation. Micheal Levine 
working along the same lines as Bagg has failed to substantiate Baggs’s jindings— 
on the contrary his results were consistently good.  Monstrosities have oceurred in 
cases never radiated, 


Whether x-ray treatment influences the result or not, is still an 
undetermined matter. I feel that, properly treated, no ill effect should 
result to the patient or to her offspring. Perhaps improper technie 
combined with an overdosage has caused these untoward results, 
which might explain the unfortunate sequelae subsequent to treat- 
ment reported by others. 

Martius, although acknowledging that in animal experimentation 
these abnormal results do occur, feels, however, that the same con- 
clusions as to untoward results in human beings are not warranted in 
the face of the actual satisfactory statistical report. One hesitates to 


compare on an equal basis such a complicated mysterious mechanism 
as that of the human reproductive function with results such as those 
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of Bages occurring in white mice. Herman in discussing the ques- 
tion of roentgen treatment of amenorrhea reports a good result in the 
case of a young married woman with the subsequent birth of a normal 
healthy child. Flatau reports good results in twenty-six out of thirty- 
eight cases in one series, and ten out of twelve in a second, with four 
subsequent normal pregnancies. Other workers here, such as Rubin, 
Rongy, and Hirsch, have reported equally good results in their series 
of cases. The results we obtained in our thirty-eight irradiated cases 
certainly do not bear out the assumption of some workers that only 
evil can result from therapeutic use of the x-rays. 

Of the thirty-eight cases herewith reported, eight were single and 
thirty were married women. Menstruation has followed the treat- 
ment in all but eight cases. Of the married women pregnancy was 
desired in twenty-five and was secured in eleven of these cases. In two 
cases pregnancy followed immediately after treatment. One case has 
had two pregnancies with the birth of two normal children; one child 
was born one year after the first. Of the eleven pregnancies, seven nor- 
mal, healthy children have already been born. Four cases treated had 
had children previously ; of these, two wanted relief from early meno- 
pausal symptoms and two wanted children. Of the thirty-eight cases, 
eleven had had previous operations; of the latter, three had had some 
sort of mechanical treatment before radiation. One case menstruated 
but twice in fifteen years, starting at the age of sixteen. 

The technic used was as follows: In all cases, high voltage x-rays, 
200 KV, 4 MA, 0.5 copper, 1 aluminum filter, 23-30 centimeters dis- 
tance, 6 x 8 and 9 x 12 centimeter portals. The treatment was given 
over the right and left anterior and posterior ovarian areas, with al- 
ternate doses about one week apart. The total dosage on the ovaries 
varied between 10-15 per cent of the skin erythema dose. 


The symptoms were: 


Amenorrhea 25 euses 
Irregular menstruation 10 cases 
Scanty with pains jams =e 1 case 
Dysmenorrhea 1 case 
Lack of Pregnancy 1 cuse 


Summary 


Total eases treated 38 
Positive results 30 
Negative results . 8 


Marital State 


Married 30 
Ages 
Youngest : 19 
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Symptoms 
Amenorrhea 26 
Irreg. Menstruation 


Lack of Pregnaney a 


Last Period Before Menstruation 


Menstruated 32 mo. before 1 
Irreg. with several months pause _ 36 
Results 
Single cases = 8 
Menstruated 5 
No result 3 
Married cases 
Menstruated 27 
Pregnancy 11 
Births 
Pregnant and Misearried 2 


Pregnancy Took Place 


2 cases immediately after treatment 
1 case mo. 
1 case 4 mo. 
1 case 5 mo, 
l case 9 mo, 
1 case 10 mo. 66 
3 cases 12 mo. 
case 15 mo. = 


CONCLUSIONS 
1, Amenorrhea and sterility may be treated with the x-ray. 
2. When properly treated no harm ensues to the patient or to her 
offspring. 
3. Abnormal children have not been born in our series of radiated 
cases. 
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05 East E1gury-sixtH STREET, 


LIPIODOL AND ROENTGEN RAY AS A DIAGNOSTIC AID IN 
GYNECOLOG Y* 


By F. Lee Srone, M.D., Cricaco, Tun. 


(Assistant Professor of Gynecology, College of Medicine, University of Illinois) 


N GYNECOLOGIC diagnosis the roentgen-ray examination with an 
opaque medium has a range of usefulness directly in proportion to 
the completeness of the technic and the ability of the operator to in- 
terpret the roentgenograms. As an adjunct and not to replace stand- 
ard procedures this method is invaluable. With pneumoperitoneum, 
barium mixture in the colon or air inflation of the bladder, important 
points may be demonstrated. This method as a diagnosti¢ aid in gyn- 
ecology is of recent development. Cary in 1914 suggested and used a 
solution of collargol in the living subject; since that time various mix- 


tures have been tried. 


Sampson in 1918 by injecting extirpated uteri with bismuth subcearbonate in 
gelatine was able to demonstrate the possible danger of forcing foreign material 
into the uterus of a living woman, when a curettement has been performed, as the 
substance may enter the uterine veins exposed by the operation, and the absence 
of danger when the endometrium is intact. Geist and Goldberger used extirpated 
uteri with tubes attached for injecting a 20 per cent solution of sodium iodide, to 
corroborate the findings of Hlermstein and Neustadt regarding the peculiar course 
followed by the intramural portion of the fallopian tubes. 

Kennedy in 1923 used a 20 per cent solution of sodium bromide injected into 


the uterus and tubes and reached the following conclusions: 


A. In view of Sampson's work no injection should be made in any case where 
there is evidence of active bleeding. 

B. The internal os can withstand a pressure of 200 mm. of mercury in the 
cervical canal without its musculature allowing the passage of any solution into 
the uterine cavity. 

C. That many isthmi while permitting the sodium bromide solution to pass 


through their canals, can overcome a pressure of 200 mm. of mereury and expel 


their contents in either direction. 

D. 30.8 per cent of the tubes examined were occluded at the isthmus, 69.2 
per cent were occluded at the fimbrif, 

The illustrations which accompany his article lack the definition that can be 
produced when using one of the iodized oil preparations. 

Rubin, first using a collargol solution and later other opaque media, was able 
to demonstrate pateney or nonpatency of the fallopian tubes, In the patients with 
patency the pelvic irritation was too great to continue their use, 

Kennedy in July, 1925, using a solution of 20 per cent sodium bromide dem- 
onstrated the possibility of isthmospasm causing an obstruction to the passage of 
active spermatozoa in certain cases of sterility, producing so-called selective sterility, 
with tubes otherwise normal. A similar condition may be excited by an insuf- 
*Read at a meeting of the Chicago Gynecological Society, June 17, 1927. 
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flation test and must be thought of when one finds an apparent obstruction; also 
when a gas patency test precedes the injection of an opaque substance, preventing 
the material from entering the tubes. 

In the past two years there has been a great deal of investigation both in this 
country and abroad with preparations of iodine in oil. Lipiodol, the more commonly 
used, is 40 per cent iodine in a vegetable oil base, iodipin is much the same, The 
general use of these substances is ample evidence of their superiority as contrast 
medin in the roentgenologic delineation of cavities of moderate to small size. 
Originally used as a therapeutic agent for the slow absorption of the iodine «on- 
tent, they are now found to be of value in a great variety of conditions as diag- 
nostic aids. 

Putnam has within the past few months investigated the relative value of 
opaque oils for use in reentgenologic work. Tle has come to the conelusion that 
from a laboratory standpoint and clinien! one, animal oils are less— ir- 
ritating, more easily emulsified and more quickly absorbed than the vegetable oils 
as now used and that bromine substitution products rather than iodine addition 
compounds may be of greater radiographic value, 

Dyroff, in his report of a new contrast medium which he named ‘‘contrastol,’’ 
confirms the above. Tle claims that the iodine in lipiodol is not so firmly fixed as 
is assumed, It may cause irritation and possibly adhesions in the peritoneum. Te 
further states that ‘‘contrastol?? is a bromine compound in which the bromine 
is neither liberated at fairly high temperatures nor is it affected by acid or alkali 
within physiologic limits. From these two reports it may be coneluded that the 
bromine combinations will be the better for this class of work. However, their 
superiority in practice has still to be preven as up to the present time most of 
the work has been done with iodized oils. 

Rubin and Bendick report the observation of tubal peristalsis by roentgenosecopie 
examination, They made fluoroscopic examinations and roentgenograms at frequent 
intervals. These workers have come to the conclusion that beenause of the action 
of the anesthetic, during operation, tubal peristalsis has not previously been ob- 
served. It is dependent on ovarian activity and will vary with the menstrual eyele. 
Dyroff, in a like manner, was able to observe the phenomenon of tubal peristalsis. 

Reinberg and Arnstam, using lipiodol, have made extensive studies of the 
physiologic action of the uterus and tubes, and to determine the diagnostie value 
of the method. 

Nahmmacher reports in detail the various contraction waves noted in the uterine 
wall depending on the condition of the musculature during metritis and with uterine 
tumors. 

Heuser reports the use of lipiodol injections as a means of diagnosing pregnancy 
in the early weeks. He carried out his teehnie on a number of patients without 
interfering with the normal course in a single instance. The first patients were 
ill with advanced pulmonary tuberenlosis; and he desired to empty the uterus 
but failed to accomplish this with the injections. On other patients he used the 
method to make the diagnosis of pregnancy as early as the third or fourth week. 
A filling defect on one side of the uterine cavity with lack of muscle tone as shown 
by outline irregularity and unevenness of the cavity shadow was the characteristic 
finding. His example has been followed by others but so far [ have not seen any 
reports from this country. 

Stein and Arens of Chicago, made a preliminary report October 16, 1926, on 
the use of iodized oil in conjunction with pneumoperitoncum and roentgen ray. 
The advantage of having organ outline as well as cavity delineation is considerable, 


The technic of lipiodol injection in the uterus and tubes is not com- 
plicated ; careful asepsis should be followed, bearing in mind the pos- 
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sibility of forcing material through into the pelvie cavity, a danger 
which is not so great as it may seem. Acute conditions of the cervix 
should first be treated to render them less active; bleeding patients if 
injected at all should be handled with caution. An insufflation may 
precede the lipiodol injection, depending on the information desired, 
An all glass or a record syringe with 10 ¢.¢. of lipiodol is attached to 
the cannula that is used for insufflation; pressure sufficient to prevent 
back flow is exerted against the cervix. Where the uterus is freely 
movable it may be necessary to pull down on the cervix against the 
rubber acorn with a single tooth tenaculum. <As the material fills the 
uterine cavity, especially where there is occlusion of the tubes, a feel- 
ing of pain may be complained of; by delaying pressure for a short 
time this will pass, after which the entire procedure may be com- 
pleted without further discomfort. Often patency can be determined 
by the ease with which the oil passes in. A roentgenogram taken im- 
mediately after the injection is completed and before the cannula is 
removed is informative; a second one shortly after will show the prog- 
ress made in the tubal filling; a third view after the instrument is 
removed will give an idea as to the rapidity with which the uterine 
cavity empties itself. 


CONCLUSIONS 


As a means of determining tubal pateney with a permanent clinical 
record, the method has no equal. 

In a large group of sterility patients it might be possible, with the 
aid of roentgenograms, to determine when surgical relief is indicated. 

Anatomie or pathologie alteration in the uterus and tubes can usu- 
ally be palpated bimanually; here is a method that may aid in diag- 
nosing functional conditions. 

A study of the physiologic action of the genital organs will make 
a separate chapter in the use of this method. 

The application is so simple and the danger so slight I believe the 
method worthy of use. 

Following is a group of lantern slides from roentgenograms which 
will illustrate the use of a contrast medium in gynecologic diagnosis. 

I wish to thank Professor Adolph Hartung for his many sugges- 
tions and kind cooperation in completing this work. 


CASE REPORTS 


Case 1.—Mrs. F. H., eged thirty-two, American, married eighteen years, primary 
sterility. Facial evidence of congenital syphilis. Menstruation began at fourteen 
and was regular; duration was three days, painless, Previous operation, February, 
1926, abdominal tumor and one ovary removed, Present complaint ; sterility, pain 
in back, amenorrhea past two months. Uterus small and freely movable, no adnexal 
thickening. Wassermann test now negative, has taken antisyphilitie treatment 
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Tubes nonpatent at high pressure, Lipiedol injection, uterine cavity will hold 
small amount and roentgenogram reveals small uterine cavity shadow east, infantile 
type of uterus, two or three drops seen in right isthmus, none passing into the 
tubes. Check up several days later shows no lipicdol in the pelvie cavity. 


Fig. 1.—Case 1. Insufflation of tubes nonpatent at high pressure. Lipiodol injec- 
tion, uterine cavity will hold small amount and roentgenogram reveals small uterine 
cavity shadow cast, infantile type of uterus, two or three drops seen in right isthmus 
none passing into the tubes. Check up several days later shows no lipiodol in the 
pelvie cavity. 


Fig. 2.—Case 2. Insufflation of ‘tubes, patency at 60 to 80 mm. of mereury pres- 


sure, lipiodol injection 10 ¢.c., roentgenogram reveals extensive uterine and tubal 
filling with oil free in pelvie cavity. Check up one week later, considerable lipiodol 
in pelvic cavity. 


CASE 2.—Mrs. J. P.., aged twenty-five, Austrian, married six years, two children, 
five and two, normal deliveries. Menstruation began at fourteen and was regular 
every 28 days; duration was three days, painless. One year ago, frequency and 
burning on urination, discharge. Gonorrheal complement-tixation — test four-plus, 
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Wassermann test negative. Uterus in normal position, movable, cervix normal in 
appearance, little discharge.  Insufflation of tubes, patency at 60 to SO mm. of 
mercury pressure, lipiodol injection 10 ¢«., roentgenogram reveals extensive uterine 
and tubal filling with oil free in pelvie cavity. Check up one week later, considerable 
lipiodol in pelvie cavity. 

Case 3.—-Mrs. F. G., aged twenty-seven, married two years, primary sterility, 


Menstruation began at thirteen, regular, Present complaint; sterility ab- 


Fig. 3.—Case 3. Insufflation of tubes, gas passes in at 120 mm. of mercury pres- 
i gmatice fullness on leaving the table. Lipi- 
odol 7 ¢¢., roentgenograms, uterine cavity and both tubes filled also lipiodo! free in 
the pelvic cavity. 


Fig. 4.—Case 3. Check up one week later confirms the patency of the tubes. 


dominal pains (vague). Wassermann test negative. Uterus moderate size, retro- 
displaced, no adnexal masses, small amount of clear cervical discharge. 
Insufflation of tubes, gas passes in at 120 mm. of mercury pressure, right shoulder 
pains and subdiaphragmatic fullness on leaving the table. Lipiodol 7 ¢.¢., roent- 
genograms, uterine cavity and both tubes filled, also lipiodol free in the pelvic 


cavity. Check up one week later confirms the patency of the tubes, 
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Case 4.—Mrs. R. F., aged thirty-nine, American, married twenty years, two 
miscarriages eighteen and nineteen years ago, Menstruation began at sixteen, 
regular every 28 days; duration five days. Operation seventeen years ago, tubal 
pregnancy with rupture, two years later developed a pelvic abscess which was 
drained, Patient was told at that time the condition might be tuberculous, Back- 
ache and pain in lower abdomen, at each defecation a large hemorroidal mass 
protrudes almost to the extent of prolapse. Examination: Medical Department, 
Wassermann test negative, erythroeytes 3,000,000 and a white cell count of 6650, 


Fiz. 5.—Case 4. Insufflation of tubes, nonpatent at 200 mm. of mercury pressure. 
Lipiodol injection under low pressure 10 c.c,, roentgenogram, large uterine cavity 
shadow cast which extends into the left tube, irregularity of the outline noted 


Fig. 6.—Cuse 5. First film shows right uterine horn filled, tube which extends 
beyond apex also filled to the end. 


Fluroscopic of chest and roentgenograms reveals evidence of old hilum tuberculosis, 
Pelvic examination: extreme retrodisplacement with fundus just within the introitus, 
cervix smooth, leucorrhen moderate. Insufflation of tubes, nonpatent at 200 mm, of 
mercury pressure. Lipiodol injection under low pressure 10 ¢¢., roentgenogram, 
large uterine cavity shadow cast which extends into left tube, irregularity of 
the outline noted. 

Case 5.-—Mrs. KE. H., aged twenty-five, American, married seven years, misear- 
riage seven years ago, during the early weeks of pregnancy. Menstruation began 
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at thirteen, regular; 28 day type, duration five days. Previous operation, seven 
years ago directly after induced miscarriage, left horn of a double uterus, with 
left ovary removed. Present complaint: pain in right side lower quadrant and 
copious leucorrheal discharge. Wassermann test with blood and spinal fluid negative, 
gonorrheal complement-fixution test negative. External) genitals normal in ap- 
pearance until labia are separated when a septum is seen which extends up to the 
vault from 2 em. within the introitus. Inspection of right cervix, smaller’ thar 


normal, no laceration, considerable mucopus yellow leucorrhea, mass palpable on 


ig. 7.—Case 5. Small amount of lipiodol injected under greater pressure, this can 
be seen in left cavity and both cannulas in place. 


Fig. §8.—Case 5. Right cannula removed permitting the horn to empty and tube to be 
more clearly seen. 


this side of the pelvis which is very tender. Inspection of left cervix, normal in 
size with discharge much as on the other side seen, no mass evident on the left 
side. Two series of roentgenograms were taken in this ease, Speculum placed in right 
vagina, cannula inserted in cervix, lipiodol injected, low pressure used until uterine eav- 
ity filled, first film shows right uterine horn filled, tube which extends beyond apex 
also filled to the end. Speculum removed from right vagina, eannula retained in 
right cervix, speculum then placed in left vagina and another cannula placed in 
left cervix, small amount of lipiodol injected under greater pressure, this can be 


seen in left cavity and both cannulas in place. Right cannula removed permitting 
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the horn to empty and tube to be more clearly seen. Fourth view after all instru- 
ments have been removed, very little scen in either cavity and right tube as before, 
considerable lipiodol in both vaginal tracts. Second series, with both vaginas filled 
with rubber cots which are then filled with barium carbonate mixture and again 
the cannulas inserted into the cervix on either side, lipiodol is then passed into 
each uterine cavity with much the same result as in the first series, Check up 
after all this lipiodol injection does not reveal the smallest drop remaining. 


Fig. 9.—Case 5. Fourth view after all instruments have been removed, very little 
seen in either cavity and right tube as before, considerable lipiodols in both vaginal 
tracts, 


Fig. 10 —Case 5. Second series, with both viginas filled with rubber cots which are 
then filled with barium carbonate mixture, 


Case 6.—Mrs. F. D., aged thirty-seven, American, married twenty years, two 


children fifteen and four and one-half years. Menstruation began at thirteen, reg- 


ular; duration four or five days, normal in amount until four and one-half months 
ago, at that time had what seemed a miscarriage and since then has been bleeding 
some each day, no cramps, passes clots at times. Wassermann test negative, 
relaxed pelvic outlet, moderate eystocele and rectocele, hypertrophy of the anterior 


cervical lip, stellate laceration, erosion, uterus enlarged, soft and bleeding. Opera- 
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tion dingnostic curettage, the endometrium thicker than normal, hyperplasia of 
the glandular elements, no malignaney, The following six weeks patient was free 
from bleeding after which the bleeding gradually increased until deep roentgen- 
ray therapy was administered; this controlled the hemorrhage. —Insufflation proved 
the tubes patent, lipiodol was injected and a good uterine cavity outline obtained 
un irregular surface across the fundus, also contraction waves seen on the right 
side, both tubes filled to the ends, 


Fig. 11.—Case 6. Insufflation proved the tubes patent, lipiodol was injected and 
a good uterine cavity outline obtained, an irregular surface across the fundus, both 
tubes filled to the ends. 


Fig. 12.—Case 7. Insufflation of tubes, occlusion at 180 mm. of mereury pressure. 
Lipiodol injection, roentgenogram uterine cavity fills to normal size, normal position, 
both tubes are obstructed at distal interstitial portion. Check up four days later, no 
opaque substance in pelvis. 


Case 7.-Mrs. J. S., aged twenty-seven, married eight years, primary sterility. 
Menstruation began at eleven, after fifteen lessened in amount, duration one day, 
the past three months there has been just a show for part of a day, no history 
of pelvic or genital inflammation. Wassermann test negative, moderate obesity, 
uterus normal size, freely movable, no tumor masses laterally, cervix clean, no 
leucorrhea. Diagnosis, obesity and ovarian hypofunetion. Insufflation of tubes, 
ocelusion at 180 mm. of mercury pressure. Lipiodol injection, roentgenogram 
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uterine cavity fills to normal size, normal position, both tubes are obstructed at 
distal interstitial portion. Check up four days later no opaque substance in pelvis. 
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AN ANALYSIS OF SIXTY-FOUR CASES OF PLACENTA PREVIA 


By Louis H. Dovenass, M.D., F.A.C.S., AND Isapore A. Srecen, M.D., 
BauTiMore, Mp. 
(From the Hospital of the University of Maryland) 


HE cases which form the basis of this report occurred during the 

years 1920-26, inclusive, and while they were referred from many 
sources, including our own out-patient department, were treated 
wholly by the obstetrie staff of the hospital, so that any criticisms we 
may make are largely criticisms of our own conduet. During the 
seven vear period in which these cases were seen, there were 2940 ad- 
missions to the maternity, giving an incidence for placenta previa of 
2.17 per cent. The maternity, however, receives a number of patho- 
logic cases from the surrounding territory so that these figures are 
not reliable in estimatine the incidence of this condition. Of mueh 
greater interest is the incidence in our out-patient department where, 
in 6579 consecutive cases, placenta previa occurred 13 times, or in 
0.197 per cent of the eases. Depkin reports an incidence of 2. per 
cent and von Mikuliez one of 1.74 per cent, an apparent discrepancy 
which is probably explained by our large negro clinic, to which refer- 
ence is made in a later paragraph. 


The ages of out-patients varied from 16 to 51 years, the average 
being 31. Between the ages of 16 and 29 there were 32 cases, between 
30 and 39, 27; and between 40 and 51, 3. Lieberman gives the aver- 
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age age as 29.02 vears, with the largest number of cases occurring 
between the ages of 26 and 36. 

Of the 64 cases, 49 occurred in white and 15 in colored patients, 
Since 71 per cent of the obstetric admissions to the hospital are 
colored women, and in our out-patient department about 85 per cent 
so, this is a very interesting observation, and is hard to understand. 
for the supposedly etiologic factors of placenta previa are certainly 
as prevalent, if not more so, in this race. This same preponderance 
in whites is also reported by Thompson. 

In our group there were 11 primiparae (17.2 per cent) and 53 
multiparae (82.8 per cent), the largest number of pregnancies in any 
one ease being 15. The average per patient was 5.42. 

There were 18 cases occurring before the 36th week of pregnaney, 
9 between 36 and 38, 35 between 38 weeks and term, and 2 cases in 
which the duration is not recorded. Placenta previa is essentially a 
disease of the last trimester of pregnaney. 

The central type of placenta previa occurred 15 times (23.4 per 
cent), marginal 22 times (34.3 per cent), lateral 21 times (32.8 per 
cent), low implantation of the placenta once (1.55 per cent), and 5 
cases not definitely typed (7.8 per cent). 

In this group of 64 cases, 36 were treated by internal podalic ver- 
sion and breech extraction, after completing the dilatation of the al- 
most completely dilated cervix, 3 by breech extraction alone, since 
the breech was presenting, 14 by abdominal cesarean section, and 1 
by high forceps. It was felt safe to allow the remaining 10 to deliver 
spontaneously, since they were in active labor when seen and bleed- 
ing was being controlled very effectively by the presenting part. 
Half of the number delivered by cesarean section were primiparae. 

The total maternal morbidity was 13 or 20.3 per cent, four instances 
being in the cesareans and six in the versions and breech extractions. 
These all developed a mild type of puerperal infection and ran a 
fever of between 101° F. and 102° F. for several days and made an 
uneventful recovery. 

The maternal mortality was 4, or 6.25 per cent, all of which oe- 
curred in the cases delivered by internal podalie version and breech 
extraction. The causes of death were: ruptured uterus, one; opera- 
tive shock (probably deep cervicdl lacerations), one; puerperal in- 
fection, one; while in the last case the patient was practically moribund 
from hemorrhage upon admission and delivery was a more or less 
perfunctory procedure on our part. 

There were 35 fetal deaths or 53.8 per cent, of which number 14 
were prematurely stillborn, 12 prematurely born alive and living only 
a short time and 9 full-term stillborn. There were 22 fetal deaths 
following internal podaliec version and breech extraction, two after 
breech extraction alone, one after high forceps, one after cesarean 
section, and nine after spontaneous labor. 
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The various methods of handling the cases give us, therefore, the 
following results: 
NO. OF MATERNAL FETAL 
CASES | MORTALITY MORTALITY 


Internal Podalie Version | 


and Breech Extraction 386) 56.259 |) 4 or 11.11% cases so treated) 22 or 61.11% 


Breech Extraction alone 4.72% 10 2 or 66.66% 
Foreeps 1 | 1.56% 1) 0 1 or 100,000% 
Cesarean Seetion 14] 21.87% 
Spontaneous Labor 10 15.60%! 0 9 or 90.00% 
Total G4) 100,00% | 4 G.25% 35 53.8 % 


DISCUSSION 

With regard to the incidence of placenta previa, our figures seem 
to agree with those of the majority of the observers, the low figures 
being explained, rather unsatisfactorily it is true, by the large num- 
ber of colored patients handled in our elinie. 

The maternal mortality rate is low if compared to other published 
reports. Various writers give a maternal mortality of ‘from 9 per cent 
to 13.79 per cent for eases delivered by internal podalie version and 
breech extraction. Cesarean section has produced a maternal mor- 
tality of from 1.5 per cent to 3.6 per cent. Ours to date is nil. It is 
interesting to observe that ten of our cases delivered Spontaneously, 
without a single maternal death. 

The fetal mortality is high, but is apparently unavoidable. In re- 
gard to the 35 fetal deaths, on the other hand, attention is again called 
to the fact that 26 of them were in premature infants. Thirty-four of 
the deaths were in babies born per vaginam, and only one in those deliv- 
ered by cesarean section. The highest fetal mortality (90 per cent) 
was in those cases which were permitted to deliver themselves spon- 
taneously. The argument has often been advaneed that cesarean 
section was unjustifiable in placenta previa, inasmuch as the life of 
the child would probably be lost anyway, but not only our own find- 
ings, but those of many observers would indicate that the fetal as 
well as the maternal mortality would be greatly reduced by the more 
general use of this operation. 

In later years we have been resorting to section more and more 
freely in treating placenta previa, and feel that the results fully 
Justify this procedure. However, we firmly believe that whatever 
good results have been obtained in our clinie, have been largely due 
to two factors. The first is that we have always taught and practiced 
immediate delivery in these cases, and the second that every effort 
is made to conserve blood and combat shock immediately. While to 
the majority of readers, these measures may seem self-evident, it is 


surprising how often they are not carried out, delivery being delayed 
until morning or some other suitable time if the patient is not bleeding 
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upon admission, and does not seem to be in exrtremis from loss of 
blood. We all know, of course, that a patient with a placenta previa 
may begin to bleed at any moment, and we must remember that a 
woman who has had a moderately severe hemorrhage may seem to 
be in fairly good condition, vet a small amount of fresh bleeding will 
be more than enough to seriously shock her and possibly cause death, 

In making a diagnosis of placenta previa, we usually rely on the 
classie symptoms of painless, causeless hemorrhage in the last. tri- 
mester, together with palpation of the lower uterine segment by 
rectal examination, and do not in many cases attempt to confirm the 
diagnosis by vaginal examination. We also believe that one hemor- 
rhage is sufficient for diagnostic purposes, and do not feel that it is 
necessary to wait for a recurrence. We find that in this way many 
of the patients come to operation early and before they have been 
greatly shocked by the loss of blood. It is an invariable rule with 
us to empty the uterus aft once in all cases of placenta previa, irrespee- 
tive of the time of day or night, or convenience to the operator. We 
try to choose the most conservative method for each case, and find as 
time goes on that abdominal cesarean section seems to be the operation 
of choice in more and more of the cases. Whatever the type of opera- 
tion, as soon as the patient is anesthetized, hypodermoelysis of normal 
salt solution is started and in more desperate cases this is augmented 
by intravenous fluids. Every effort is made during the entire de- 
livery to prevent bleeding and shock to the patient. Manual dilata- 
tion of the cervix is not, of course, attempted unless the canal is 
entirely obliterated and the external os almost completely dilated al- 
ready and very soft. 

If the delivery is being accomplished per vaginam, as soon as the 
placenta has been expressed or removed manually, as the case may 
be, the uterus is at onee packed tightly with gauze and the pack al- 
lowed to remain for twenty-four hours. This is done because not 
infrequently these patients will have a relaxation of the uterus and a 
serious, if not fatal, hemorrhage an hour or so postpartum, although 
the actual amount of blood lost may be very little. 

In conclusion, we would once more call attention to the fact that 
any bleeding in these cases is serious, and no attempt should be made 
to empty the uterus until all knowm measures for controlling and com- 
bating hemorrhage are at hand and available for instant use. 
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AN OPERATION FOR THE CURE OF PROCIDENTIA OF 
THE UTERUS 


N COMPLETE procidentia of the uterus, this organ, together with 
| the vaginal walls, protrudes outside the vulva. In the process of 
extravulvar migration, these structures carry with them to a greater 
or lesser extent both the bladder and the rectum. What troubles the 
patient most is disturbances of the bladder, as a result of the dragging 
of the prolapsed organs and, to a lesser extent, the disturbance of 
bowel function and irritation of the prolapsed mass on the thighs. 


Pig.. 1. 


The operative indication in this condition is to restore the misplaced 
organs to their normal positions and keep them there. 

The most primitive operation for the correction of this difficulty 
has been the removal of the uterus. The procedure is wholly illogical 
since the uterus is not the organ at fault. It merely travels along 
With the other organs because of old associations, as it were. After 
the uterus is removed, the vaginal cuff together with the rectum and 
bladder protrude as before. The attempt to hold up the vaginal euff 
by shortening the broad ligament recognizes the difficulty to be cor- 
rected but is incapable to do so efficiently and permanently. My sug- 
gested operation, which consisted in the shortening of the broad liga- 
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ments without the removal of the uterus, was logical, but the broad 
ligaments are usually so attenuated in these conditions that they lack 
the strength to hold the prolapsed organs in place. 

When one looks into the female pelvis, the subject of a procidentia, 
the uterus sticks up from the depth like a handle. The obvious thing 
to do is to catch hold of it and make traction. When this is done the 
procidentia disappears. Since it is inconvenient to keep on holding 
the uterus, the logical thing to do is to suture it to some fixed point, 
If the man who first saw a procidentia had called it a prolapsed blad- 
der, no one could ever have thought of doing a hysterectomy. 

The use of the uterus as a point of anchor to the fascia of the an- 
terior wall has been employed by a number of surgeons. Most of 
them removed a part of the uterus and sutured the remaining parts 


Fig. 2. 


to the fascia. This opened into the uterine canal and often elevated 
the prolapsed parts too high. Others merely sutured the uterus to 
the fascia and other tissues. The uterus pulled loose and the proci- 
dentia returned. 

The technic here proposed not pnly preserves the uterus to make a 
firm attachment to the abdominal wall, but it does so without open- 
ing into the uterine cavity. Sometimes the uterus seems to pull well 
out of the abdominal incision and there is a temptation to cut off a 
piece. To do so is a mistake, for if the fundus is attached, and suit- 
able repairs are made below, the procidentia will cause no further 
trouble. If a part of the uterus is removed, bladder complaints are 
sure to follow. After using the method here described many years, 
there has not been a recurrence. A colporrhaphy and perineorraphy, 
if indicated, must precede the fixation and if done before the meno- 


rey 
45% 
x 
Rae 
\ 
/ 
\ & 4 
, 4 
: 


HERTZLER: OPERATION FOR PROCIDENTIA OF UTERUS 677 


pause, the tubes must be clipped. If the cervix is unduly long, a part 
of it may be removed. 

The technie is as follows: 

A Pfannenstiel incision is made and the fundus of the uterus pulled into the 


incision (Fig. 1). 


Fig. 3. 


Fig. 4. 


The peritoneum is sutured to the fundus of the uterus throughout its cireum- 
ference making the fundus extraperitoneal (Fig. 2). 
An incision is made in the fundus, making a partial flap of the top of the 
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uterus (¢, Fig. 5); a, is the lower part of the abdominal fascia, b, is the line cf 
suture shown in the preceding figure. 


The lower fascin is drawn into the incision in the fundus, thus made through- 
out its entire length (Fig. 4 and b, Fig. 8). 


This maneuver is done something like 
the Mayo plication operation for umbilical hernia, 


Fig. 6. 


The edge of the flap formed by the top of the fundus is then sutured to the 
abdominal fascia from one corner of the uterus to the other (b, Fig. 5, d, Fig. 
8). A, Fig. 5 is the under surface of the upper fascial flap. 

The upper fascial flap is then sutured to the fundus of the uterus (Fig. 6 and ¢, 
Fig. 8). This is chiefly for the purpose of obliterating the dead space. 


The edge of the upper fascial flap (a, Fig. 7) is then sutured to the lower 
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flap (). Fig. 7). It is necessary to free this fascia from fatty tissue and it is 
well to make short nicks into it along the line (¢e, Fig. 6) where the upper flap 
is to be attached. This insures firmer union, 

The general plan of the operation is present in cross-section in’ Fig. 8.4, shows 
the line of suture of the peritoneum to the uterus (Fig. 1). By shows the lower 
fascial flap drawn into the cut made into the fundus. The depth of the incision 
into the fundus is correctly shown here, Figs. 3 and 4 do not show the incision 


as deep as it should be. C, shows the suture of the lower edge of the upper fascial 


flap to the lower fascial flap (Fig. 7). D shows the suture of the edge of the 


uterus to the lower fascial flap (Fig. 5). 2 shows the suture of the upper fascial 
flap to the fundus of the uterus. 


The infliction of the minimum of traumatism commends this opera- 
tion, which may readily be performed under local anesthesia. 1 have 


never seen a recurrence following this procedure. 
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A COMPARATIVE STUDY OF THE CONVALESCENCE OF ONE 
HUNDRED AND FIFTY SELECTED CASES OF VAGINAL. 
SUPRAVAGINAL, AND TOTAL ABDOMINAL 
HYSTERECTOMY® 


By Carn P. Bauer, M.D... Criteago, Tin. 
(From the Department of Obstetries and Gynecology, Presbyterian Hospital) 


IIE apparently few complications occurring after vaginal hysteree- 

tomy as compared with those occurring. after hysterectomy by 
abdominal section, has prompted us to make a study of the convales- 
cence in the three types of hysterectomy. To eliminate as many com- 
plicating factors as possible in this comparative study, a strict limita- 
tion has been made upon the types of cases selected so as to make 
conditions uniform. This is a study of fifty cases of each type of 
hysterectomy selected ad seriatum, with the following prerequisites: 

First, that the general preliminary examination reveal no physical 
defects outside of the pelvie findings which would make operation 
particularly hazardous. 

Second, that the preoperative temperature is normal; the blood 
pressure within normal limits; the urine free from albumin, casts or 
sugar; the hemoglobin 70 per cent or above; the red blood cell count 
at least 3,500,000; the white blood cell count to not exceed 10,000. 

Third, that the operative records show no evidence of malignaney 
or inflammatory condition in the pelvis. 

The factors compared in the convalescence are: 

First, the number of postoperative days of temperature over 100° F., 

Second, the number of postoperative days spent in the hospital. 

Third, the causes of mortality and morbidity. (See Table 1.) 


DISCUSSION 


It is safer to remove the uterus by vaginal hysterectomy when it is 
possible to do so. No deaths oecurred in this group, and there is a 
definite decrease in the morbidity. Twice as many cases were afebrile 
in this group as compared to the other two types of hysterectomy. 

When the uterus is to be removed by the abdominal route should 
the cervix be removed routinely as is frequently advised? This ean 
only be answered by a study of balancing the risk associated with the 
removal of the cervix against the risk of leaving the cervix in. 

There is an increase of 50 per cent in the morbidity when the cervix 
is removed and the average number of postoperative days spent in 
the hospital is increased by 3.68 days per patient. 


*Read at a meeting of the Chicago Gynecological Society, June 17, 1927. 
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On the other hand, only one case in the group of supravaginal hys- 
terectomy returned for removal of the cervix and that was for a 
benign polyp. Out of 150 cases of supravaginal hysterectomy from 
which this selected group was taken, three cases returned for remoyal 
of the cervix; the case just referred to above and two others because 
of leucorrhea. There were no cases of malignaney. There is then a 
2 per cent chance that a cervix left in at the time of operation will 
need subsequent surgical attention because of leucorrhea. The routine 
removal of the cervix for fear that malignaney or other disease might 
develop does not seem to be warranted when one considers the in- 
creased morbidity incident to its removal. 


CONCLUSION 


The removal of the uterus by the vaginal route at least in such 
cases that come within the limitations set for the above groups, is the 
safest operation. If the uterus is to be removed by the abdominal 
route, supravaginal hysterectomy is the safer operation since the 
danger that subsequent disease may develop in the cervix if left in 
is so completely overbalaneed by the risk incident to the removal 
of the cervix. 


(For discussion, see page 720.) 
$20 Tower Court. 


A REPORT ON 320 FETAL POSTMORTEMS AT THE 
CHICAGO LYING-IN HOSPITAL® 


By Winuiam B. M.D., Tun. 


HE series reported here covers a period of ‘six and one-half years 

from 1919 to 1926. There were 213 infant deaths, the extrauterine 
ave ranging from twenty minutes to twenty days. In addition, there 
were 107 stillbirths of which 60 fetuses died during labor and 47 be- 
fore labor began, with either early or advanced maceration. The sex 
incidence in both the deaths and stillbirths included 156 males and 164 
females. With six exceptions infants under 1500 grams (3 pounds 5 
ounces) were not included within this series. The exceptions were 
those infants which lived for several days and whose deaths were 
included in the hospital statistics. 

From a purely obstetric standpoint the cases of greatest interest 
and those that were relatively frequent in occurrence were the cases 
of intracranial hemorrhage. The method employed in opening the 
skulls of these infants was that of Beneke. This method consists es- 
sentially of the removal of two oval plates of bone one on each side 


*Read at a meeting of the Chicago Gynecological Society, May 20, 1927. 
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of the midline thus making two large windows exposing the cerebral 
hemispheres and cerebellum without destroying the sinuses or the 
tentorium cerebelli. By means of this method the blood vessels are 
avoided and any blood found in the cranial cavity cannot be at- 
tributed to technic. 

There were 45 cases (14.1 per cent) of the series in which cerebral 
hemorrhage occurred following operative deliveries; viz... foreeps, 
breech extraction and version and extraction. In addition, there were 
18 cases (5.6 per cent) in spontaneous deliveries. The hemorrhages in 
the latter were less severe than in the former, cerebral congestion and 
edema being quite marked. Of these 18 cases 3 were so-called ‘* pre- 
cipitate labors’? and 6 were premature infants. 

In the series of operative deliveries there were six versions, and ex- 
tractions, 10 breech extractions, and 29 forceps deliveries, the latter 
being about twice as numerous as the two former combined. This 
greater preponderance of cerebral hemorrhages following forceps de- 
liveries can be explained by the greater frequency of forceps opera- 
tions and further by considering the possibility of a cerebral hemor- 
rhage when forceps are applied. With the application of the blades 
the longitudinal diameter of the skull is increased and there is also 
a compensatory shortening of the transverse diameter with undue ten- 
sion on the falx cerebri and tentorium cerebelli thus producing a tear 
of the tentorium, the adjacent sinuses and the veins of Galen. Pro- 
longed or difficult traction with forceps increases this danger.  Like- 
wise, a sudden traction, as in a breech or breech following version, 
produces a similar effeet frequently resulting in hemorrhage. 

In rapid spontaneous deliveries, the sudden stress upon the fetal 
head produced by the forces of labor may similarly produce a hemor- 
rhage. In premature fetuses, where the blood vessels are very deli- 
cate, cerebral hemorrhage may easily occur following rapid spontane- 
ous labors, operative deliveries, or even prolonged slow labors. 

Another organ which may be the seat of severe hemorrhage suffi- 
cient to produce death is the adrenal body. There were five such 
cases, two of which occurred in spontaneous deliveries. There were 
also eight cases (2.5 per cent) of so-called hemorrhagie diathesis of 
the newborn. These were all associated with prolonged bleeding and 
coagulation times. At autopsy there were general diffuse hemorrhages 
into all the internal organs. In two such cases in addition to the 
hemorrhagie disease there was a marked jaundice, both infants being 
born to the same mother within one year. These were cases of non- 
syphilitic familial jaundice. 


There is still another group of cases to which the terms intra- 
uterine asphyxia and asphyxia neonatorum have frequently been 
given as the cause of death. In our series there were 66 (20.6 per 
cent) of such cases for which no other explanation than that of 
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atelectasis pulmonum could be found. Of these, 48 were prematures 
in spontaneous deliveries, five were full-term babies in normal deliy- 
eries, and 13 viable babies following cesarean section. Of the latter, 
one might possibly have been due to an enlarged thymus gland, the 
organ Weighing 28 grams. Aside from prematurity, particularly in 
those cases associated with maternal toxemia or nephritis where labor 
was induced without much hope of survival of the infant the only 
other possible causes of death excluding trauma and deformities were 
the toxemia with its resultant effect upon the infant or morphine 
which had been previously administered to the mother. It is inter- 
esting to note that babies delivered by cesarean section and not sub- 
jected to forced delivery per vias naturales may die of asphyxia. 

There were 13 cases (4.06 per cent) of monsters including an- 
eneephalus, hydrocephalus and associated spina bifida and one case 
of inieneephalus. In addition, there were two cases of diaphragmatic 
hernia, three cases of deformities of the urogenital apparatus, one a 
complete absence of kidneys, ureters, and urinary bladder, and two 
with only one kidney. Of the 13 cases of monsters, seven were asso- 
ciated with placental pathology, one an abruptio placentae, and six 
with either frank placenta previa or low insertion of the placenta. It 
has been shown by Greenhill that there is a definite relationship be- 
tween fetal monstrosities or deformities and placenta previa. 

There were four (1.3 per cent) of so-called ‘*pituitrin deaths,” 
three of which occurred in the ‘‘courtesy service.’’ The low incidence 
of such cases in our service is due to the fact that pituitrin is forbid- 
den during the second stage of labor. At postmortem a ‘“‘pituitrin 
head’’ is characterized by a marked congestion of the vessels of the 
pia mater with no other outstanding pathology. This marked conges- 
tion is probably the result of sudden tetanic uterine contractions. 

Syphilis does not seem to occupy a prominent place among the 
causes of death in the newborn in this series. There were only seven 
cases (2.6 per cent) in which the postmortem diagnosis of syphilis 
could be made without question, such as x-ray of the infant which 
showed syphilitic epiphysitis of the long bones and positive Wasser- 
mann reactions of the mother and in some instances on both parents. 
There was one case of pneumonia alba and one case of syphilitic 
pemphigus. In only one instance could spirochetes be recovered from 
the tissues stained and examined by the Levaditi method. 

There were two cases of neonatal infection, one a generalized strep- 
tococeus peritonitis which had its origin in the umbilical cord stump; 
another (one of twins) with a possible septic sore throat. Of medical 
interest, there were four cases of pneumonia (three bronchopneu- 
monia and one lobar pneumonia). In two of these cases, lanugo and 
meconium could be expressed from the bronchi; these latter cases 
were probably cases of aspiration pneumonia. 


‘ 

is 

| 

‘4 

4 

y 

= 

a 

al 

‘3 

a 

rogg 

~ 


SERBIN: FETAL POSTMORTEMS AT CHICAGO LYING-IN HOSPITAL — 685 


COMMENT 


Every effort should be made to obtain fetal postmortem examina- 
tions. They are instructive from the obstetrician’s point of view as 
well as of pathologie interest. Cerebral hemorrhage as a result of 
difficult operative deliveries, while still of a high incidence, has been 
reduced in the larger maternities. With improved prenatal care as in 
the treatment of syphilis during pregnaney much can be done to in- 
sure the birth of a normal child. There is still much to be desired 
in asepsis as under the most modern and improved technic infection 
still oceurs. 

SUMMARY 


. 


1. In a series of 320 fetal autopsies there were 213 infant deaths 
and 107 stillbirths, 60 intranatal, and 47 before labor set in with 
maceration of the fetus. 

2. There were 45 cases of intracranial hemorrhages in operative de- 
liveries and 18 in spontaneous deliveries. 

3. In 66 cases of asphyxia of the newborn with a diagnosis of 
atelectasis pulmonum, 48 babies were premature, five were full-term 
spontaneous, and 13 were delivered by cesarean section, one with an 
enlarged thymus. 

4. There were 13 monsters, seven of which were associated with 
placental pathology and in addition, three with deformities of the uro- 
genital apparatus, and two with diaphragmatie hernia. 

d. There were two cases of sepsis of the newborn and four eases of 
pneumonia. 


122 SoutrH MICHIGAN AVENUE, 


Wesselink: The March Peak in Birth Curves. Nederlandsch Maandschrift voor 
Geneeskunde, 1924, xii, 248. 


In Holland more babies are born in March than in any other month of the 
year, A similar condition exists in practically all other countries, though the 
actual time varies somewhat, it being a month or two earlier in countries nearer 
the equator, e.g., Greece and Italy. 

The author compares animals that have estrus onee or twice yearly, with 
Woman who menstruates every month, the only seasonal exception being among 
some Esquimaux who menstruate only during the summer. As to the real cause 
for this seasonal variation in fertility in man, Wesselink admits there can be 
no certainty, but he ventures the suggestion that, since it has been demonstrated 


that sterility may be produced by the withholding of certain vitamines from ex- 
perimental animals, the inereased fertility in early summer may be due to food 
factors, R. E. Wosus, 


CHRONIC) ENDOTRACHELITIS® 
A PREOPERATIVE AND PosToOPERATIVE Stupy 


By Francis W. Sovak, M.D... FLALCUS.. New York 
(From the Department of Gynecology, New York University and Bellevu: Hospital 
Medical College) 


STUDY of medical literature concerning various methods. of 

treatment of chronic endotrachelitis reveals, in many instanees, 
a lack of consideration of the end-results in a sufficient number of 
cases over a definite leneth of time after operation. 

With this in view, | wish to present a short preoperative study of 
229 consecutive cases, giving the operative treatment for chronie endo- 
trachelitis as followed on the gynecologic service at Bellevue Hospital, 
and the end-results from two to three years after operation in 107 
cases. These cases were selected from a total of 511 cases operated 
upon in the period 1920 to 1924. IT will present the subject from the 
standpoint of age, pregnancies and abortions, laceration of the cervix, 
leucorrhea, associated pelvic pathology, associated operations, the 
cure of leucorrhea, conception and labor after operation and illustra- 
tions of the type of operation performed in this series of cases. : 

zlge.—The greatest percentage of cases, 85.4 per cent, occurred be- 
tween the ages of twenty and forty years. It is in this period of 
active sexual life that gonorrhea, and trauma and infection, incident 
to childbirth and abortion, play such a prominent role in the etiology 
of this condition. After the age of forty there is a marked drop in the 
number of cases, 

Pregnancies and Abortions.—OFf 229 cases, 160, or 69.8 per cent, gave 
a history of one or more normal deliveries and 78, or 44 per eent, of 
having one or more induced abortions. The above figures show that 
childbirth and abortion are great factors in the etiology of chronic 
endotrachelitis. We have admitted to our wards an average of 600 
abortions a year, and the type of patient we treat rarely gives a his- 
tory of spontaneous abortion. As an illustration, one of the above 
cases gave a history of abortion having been induced seventeen times. 

Laceration of the Cervir.—Some type of laceration of the cervix, 
unilateral, bilateral or stellate was evident in 165 cases, or 72 per cent. 
Three of this number had a cervieal polyp present in addition to the 
laceration. 

Leucorrhea—Leucorrhea was a prominent symptom in this series 
of cases. OF 161 cases, a vaginal discharge, mucoid or mucopurulent 
in character, either moderate or profuse was present in 128, or 79.5 
per cent. The average duration of the leucorrhea was 24.2 months be- 
fore operation. 


tead at a meeting of the New York Obstetrical Society, November 8, 1927. 
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Associated Pelvie and Vaginal Pathology.—Endotrachelitis seldom 
exists alone. There is an associated uterine retrodisplacement in a 
majority of these cases of chronic cervical infection. This condition 
was noted in 165 eases, or 72.3 per cent. On the other hand, contrary 
to expectations, but 27, or 11.7 per cent, of our cases had adnexal 
disease. Of the above 27 cases, 4, or 1.7 per cent, had adnexal path- 
ology existing alone, the remaining number being associated with 
uterine displacement. 

As these cases of chronie endotrachelitis complained of a leucor- 
rhea of an average duration of 24.2 months, some form of home or 
dispensary treatment may have been followed during this period for 
the relief of the discharge, thus aiding resolution and repair of any 
pelvic inflammation. This facet may explain the small percentage with 
adnexal pathology encountered in this series. 

A lacerated perineum was evident in 141, or 61.8 per cent, of the 
eases. In but 17 of our cases (7.4 per cent) endotrachelitis was the 
only existing pathology and in which a tracheloplasty was the only 
operative procedure. 

Associated Operations.—Uterine suspension was performed in 72.3 
per cent of the cases; some type of adnexal operation was done in 11.7 
per cent of the cases and 61.8 per cent had a perineorrhaphy. Seven- 
teen cases, or 7.4 per cent, had only a tracheloplasty performed ; this 
being the only operative procedure. 

Type of Operation—The operative technic as followed at Bellevue 
Hospital is based upon the coning operation as devised by Sturmdorf. 
The method of coning out the infeeted cervical tissue and the making 
and suturing of the cervieal cuff are somewhat modified. 

Cure of Leucorrhea—Of the 107 eases studied postoperatively, re- 
ports as to the cure of the leucorrhea were received in 75. A eure of 
the vaginal discharge was reported in 66 cases, or 88 per cent. Four 
cases reported as having been improved and five cases continued to 
have a profuse discharge. Failure of a cure in these cases was prob- 
ably due to an inadequate removal of the infected cervieal tissue; i.e., 
not carrying the apex of the cone up to near the region of the internal os. 
This is an important point for the success of this operative procedure. 

Conception and Nonconception After Operation—Coneeption, follow- 
ing an average Japse of time of 12.5 months after operation, occurred 
in 37 of the cases. Of these, 27, or 72.9 per cent, delivered viable chil- 
dren, and in but two of these cases was there any difficulty during 
labor. Both required section; one for a contracted pelvis and the 
other for cervical dystocia. Of the remaining 10 eases, three, or 8.1 
per cent, aborted spontaneously in the fourth month of their preg- 
nancies and seven cases gave a history of being aborted (induced) 


after the pregnaney had progressed for an average period of 2.5 months. 
It may be of interest to state that 15, 40.5 per cent, of the eases con- 
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ceiving, were never pregnant before operation and that five cases had 
some type of operation for adnexal pathology in addition to the 
tracheloplasty. The number of cases not conceiving after operation 
was 70. A detailed study of these discloses the following: contracep- 
tive measures such as the use of cervieal buttons, condoms, ete., were 
practiced by 29 women; sterilized previous to present operation, one 
case; menopause at time of operation (average age, 46.5 years), 16 
cases ; single or widowed, 5 cases. It is evident from the above figures 
that pregnaney was improbable in 51 of the 70 nonconceiving cases, 
leaving 19 as the actual number of eases failing to conceive after 
operation in this series. Therefore, 66 per cent of pregnancies oe- 
curred in women who could possibly conceive following operation. 

Pregnancy, however, may occur following any type of operation on 
the cervix but the actual determination of its success is based, other 
than that of the cure of leucorrhea, upon the number of cases deliver- 
ine viable babies. 

Postoperative Hemorrhage—During the period 1920-1924 from 
which this series of cases was taken for study, a total of 511 trachelo- 
plastic operations was performed. Postoperative hemorrhage oe- 
curred on an average of eleven days after operation in three cases, 
or 0.5 per cent. This may have been caused by a faulty tying of the 
hemostatie ligature or by a possible early absorption of the ligature 
material. 

CONCLUSIONS 

1. The greatest percentage of eases of endotrachelitis occurs between 
the ages of twenty and forty years, the period of active sexual life. 

2. Pregnaney and abortion apparently are the most definite factors 
in the etiology of endotrachelitis. 

3. Leueorrhea was the most prominent single symptom. 

4. A large number of cases had associated pelvic pathology. The 
most common associated factor was retroversion of the uterus. In- 
flammatory adnexal disease, contrary to expectation occurred in but 
a small percentage of the cases. 

5. A large percentage of the cases had associated pathology requir- 
ing operation, and in but 17 cases tracheloplasty was the only opera- 
tion performed. 

6. Leucorrhea was cured by tracheloplasty in 88 per cent of the 
Cases, 

7. Following tracheloplasty, 66 per cent of patients in whom preg- 
naney was possible, became pregnant. 

8. Following tracheloplasty, 72 per cent of patients conceiving, 
delivered viable children. 

9. Postoperative hemorrhage was a minor factor occurring in but 
0.5 per cent of the cases, 
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THE OBSTETRIC) INCLINOMETER® 


A New InNstRUMENT FOR MEASURING THE ANGULATION OF THE FEMALE 
PreLvic PLANES 


By J. Bay Jacons, M.D., Wasttneton, D. C. 


(From the Department of Obstetrics, Georgetown University School of Medicine) 


HE term inclination is seldom used in obstetric practice. Failure 

to determine pelvie inclination is probably due to the fact that 
most obstetricians are not familiar with any method of measuring 
pelvie angles and, furthermore, to the lack of a practical instrument 
to furnish this information directly or otherwise. 


Fig. 1.—The calipers, weighted pendulum, and graduated disc. 


Neumann and Ehrenfest! in 1900 devised the kliseometer for making a graphie 
study of the pelvis. Ehrenfest? in 1903 perfected the pelvigram for the same pur- 
pose. Both of these contrivances are large, composed of many parts, and require 
an assistant; also a draft beard must be attached in a vertical position to the foot 
end of the table. Although the accuracy of the determinations cannot be doubted, 
the routine use of such an instrument even in border-line cases is time-consuming 
and almost impractical in the average case. 

Dougal’ in 1913 devised a pelvigram for recording a diagrammatie ¢ross-seetion 
of the pelvis. Though simple in construction, Dougal’s instrument is bulky and 
hardly portable. Furthermore, there is no freedom of motion, since the instrument 
rests on a stand. 

Gaszyiskit in 1904 described an instrument for measuring the height of the 
symphysis, the length of the diagonal conjugate and the relation of the inclination 


*Read and demonstrated before the Medical Society of the District of Columbia, 
April 27, 1927. 
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between the two. From these findings the length of the true conjugate may he 
estimated, but it requires a difficult mathematical procedure. 


In my review of the literature the instruments already described 
represent the only ones I could find that give information regarding 
pelvie inclination. All others were devised to determine linear meas- 
urements alone. 


Fig. 2.—Measuring the height and inclination of the symphysis pubis. 


/ 


A 


Fig. 3.—Mensuring rod and calculating mechanism. 


The obstetric inclinometer which T desire to present herewith, con- 
sists of several parts. Fig. 1 shows a modified pair of calipers with 
a weighted pendulum attached to the anterior surface. This pendu- 
lum is so constructed as to eliminate friction between it and the e@rad- 
uated dise over which it slides. When the calipers are held in the 
upright position, the indicator records the angle of the plane in which 
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the points P and P’ lie. The distance between P and P’ is read in 
centimeters on the posterior surface of the dise. To determine the 
height and inclination of the symphysis, the calipers are applied to 
the symphysis pubis as in Fig. 2, the height of the symphysis meas- 
ured by the small indicator and the inclination of the plane of the 
pubie bone recorded by the swing of the pendulum on the opposite 
side. 


- 


Fig. 4.—Measuring the diagonal conjugate diameter and the inclination of the plane 
in which it lies. 


Fig. 3 shows a measuring rod (.1) 15 em. lone, which may be con- 
nected with the calculating mechanism (2). 

To measure the diagonal conjugate insert the terminal phalanx of 
the middle finger into the ring on the rod A (Fig. 3) and place the 
ball end on the edge of the promontory. Then bring the sliding 
spool on the rod in eontaet with the lower border of the symphysis 
and read off the length of the diagonal conjugate (see Fig. 4). 

For estimating the inclination of the diagonal conjugate, part A is 
attached to part Boas shown in Fig. 4, and the instrument is held at 
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the two extremities of the diagonal conjugate. The swine of the 
pendulum on the attached calipers indicates the inclination of the 
diameter. 

To determine the leneth of the true conjugate, adjust the short 
arm over the face of the protractor so as to subtend an angle whieh 
corresponds to that between the diagonal conjugate and the sym- 
physis. Adjust the long arm by shifting it along the slot until it is 
at a figure which represents the length of the diagonal conjugate, 


Cross the long arm over the short arm until the long arm is over the 


Dia gonal 
\ Conjugate 
Obstetrical 12.5¢em. 
Angle 


70° 
Variation sire of 
this ang/e Causes 
change 
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Fig. 5.—Showing construction of obstetric triangle and determination of true conju- 
gate diameter. 

figure which represents the length of the symphysis. The reading on 

the long arm at the intersection is the length of the true conjugate. 

(See Fie. 5.) 

With this instrument the anteroposterior diameter of the outlet 
and the inclination of it may be easily determined. The caliper may 
be used in determining the bisischial diameter. A supplementary 
adjustment, which is in the process of manufacture, renders easy the 
determination of the posterior sagittal dianfeter. 

By inclination of the pelvis is generally meant the angle of inelina- 
tion of the plane of the inlet. This is determined by constructing a 
pelvigram (see Fig. 6). In this illustration figures do not correspond 
to these given in the text, because the patient is in the prone rather 
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than the ereet position. If allowance be made for this altera- 
tion, the corresponding determinations ean easily be obtained in thie 
vertical position. 
SUMMARY 
1. The ‘Onelinometer’”’ is mechanical device by whieh the 
rie diameters, the inclination of the pelvis as a whole and the angula- 


tion of the various planes may be read directly on the instrument 
and with great precision. 


Obstetrical Angle 
_-FPlane 
Intet ov 


Tnelnateon 


. Tetvis 30° 


H L = Herizon 

Inclination of sym phy sis 
Inelination of plane of diag. Cony: /o° 
lxclination of plane of outlet 63° 
Inclination of plane of true Cajuy ate 30° 
Obstetrical Angle Y¥S°+/0° = 
Habitual Inclination 60° 


ond 


Fig. 6.—A sample pelvigram. 


2. The instrument is small, portable and practical for everyday use. 
3. Its application does not require an assistant and it may be 
properly sterilized. 

4. By means of the inclinometer we may visualize the interior of 
the pelvis in the form of the obstetric triangle, which is formed by 
the symphysis pubis, the diagonal and the true conjugate. 

o. Studies with the inclinometer indicate that our ordinary method 
of computing the true from the diagonal conjugate has frequently 
caused an underestimate of the degree of pelvie contraction. 


6. In some instances, what appears to be a borderline case proves 
to be one of absolutely contracted pelvis when studied with the aid 
of the obstetric inelinometer. 
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I wish to express my gratitude to Dr. John F. Moran, Professor of Obstetrieg 
at Georgetown University, and Dr. A, Y. P. Garnett, Associate Professor, for their 
kindly criticism and suggestions. 
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Observatory of Georgetown University, who gave generously of his time in de- 
termining the mathematical accuracy of this instrument. 


REFERENCES 


1Neumann, J., and Ehrenfest, H.: Monatschr. f. Geburtsh. u. Gyniik., 1900, xi, 237, 


2Ehrenfest, H.: Am. Jour, Obst. and Dis. Women and Children, 1903, xlvii, 577, 
3Dougal, D.: Jour. Obst. and Gynee., Brit. Emp., 1913, xxiv, 263. 
4Gaszytiski, S.: Medyeyna, 1904, xxxii, 878, 902. 


THE CHASTLETON 


REPORT OF TWO CASES OF PARTIAL HYDATIDIFORM 
DEGENERATION OF THE PLACENTA 
LATE IN PREGNANCY 


sy Epwarp ALLEN, M.D., Cuicaao, Inn. 


(From the Obstetrical Department of Presbyterian Hospital, Chicago, and Rush 
Medical College) 


YDATIDIFORM degeneration of the placenta is a very common 

condition in early pregnancy. Meyer* in his work on the speei- 
mens in the Mall collection was able to demonstrate molar degenera- 
tion in 42.3 per cent of the placentas in the extrauterine pregnancy 
specimens and 32.4 per cent in the uterine abortuses. He calculates 
from his findings that at least 10 per cent of all conceptions end in 
hydatid degeneration. This makes it probably the most common dis- 
ease of the placenta and fetus in the early months of gestation. 

As pregnancy approaches term, these changes in the chorionic villi 
become progressively more uncommon until at term it becomes a rare 
disease. It has been estimated by different investigators that a well- 
developed hydatid mole occurs once in each 300 to 2000 pregnancies. 
These estimates include all the instances of well-advanced molar de- 
generation in which there was no macroscopic evidence of the fetus. 
The cases reported in which a well-developed fetus was present are 
quite unusual. Findley,t in the series of 210 cases that he collected 
from the literature in 1903, mentions a case report by Potu, of a pa- 
tient with a generalized hydatidiform degeneration of the placenta 
and a normal fetus who was delivered at term. 

During the past three years I have had the opportunity to deliver 
two patients, one seven and a half months pregnant, the other at ap- 
proximately eight months, whose placenta revealed definite evidence 


*Meyer, A. W.: Contrib. to Embryology, 1921, xii, 1-369. 
{Findley, Palmer: Am. Jour. Med. Sc., 1903, exxv, 486-519. 
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of hydatid changes and a marked edema of the fetus. That these 
changes are not just a generalized dropsy or the result of macerative 
changes will be shown later, in the deseription of the tissues studied 
in microscopic section. 

The ease histories of both patients, and the gross microscopic patho- 
logic findings of the placentae and babies are quite interesting and, I 
think, merit a rather detailed report. 


Casrk 1.—Mrs. H., a primipara, aged twenty. Her menstrual history had been 
regular. The last regular menstrual period was September 20, 1924, Pregnaney 
had been uneventful except rather severe nausea during the first trimester. At this 
time, Mareh 31, 1925, when I first saw her, the patient had developed a marked 
generalized edema. There was a constant severe headache and some shortness of 


‘ 


Fig. 1.—Case 1. Placenta showing minute vesicle formation on the maternal surface. 


breath. She complained of severe pain in the abdomen which seemed localized over 
the uterus and was aggravated by palpation. The uterus was larger than the 
period of amenorrhea would suggest. The fundus extended to within two fingers’ 
breadth of the xiphoid process. Due to the pain produced on palpation of the 
uterus, the position of the fetus could not be determined definitely. The x-ray 
showed a breech presentation. The heart tones were 132 on the right side of the 
abdomen. 

The blood pressure during the time of observation ranged around 130 systolie, 
70 diastolie; the blood count revealed SO per cent hemoglobin, 3,950,000 erythro- 
cytes, and 9,900 white cells. The urine gave a 2 mm. ring of albumin to the metrie 
acid test and contained many hyaline and a few granular easts. 

The condition of the patient did not improve with rest in bed, catharsis, limitation 
of diet, ete., and during the night of April 5, 1925, the heart tones ceased. Labor 


Was induced with castor oi] and quinine on April 6, 1925, and after sixteen and one- 
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half hours a stillborn macerated fetus was delivered in the right sacrum anterior 
position. The fetus was markedly edematous, and the abdomen was distended with 
fluid. Permission for postmortem could not be obtained. The placenta was about 
twice as thick as normal and presented many small vesicles scattered over its sur- 
face. Microscopic sections taken from several places revealed a_ well-developed 


hydatid degeneration of many of the villi. 


Microscopie Description—The villi were several times larger than normal 
chorionie villi. Vaecuolization in various stages was present in the stromal cells; in 
many only a few cells were left, and the villus was represented by a ring of well. 
preserved epithelial cells. There did not seem to be any abnormal proliferation of 


Fig. 2.—Case 1. Section of placenta showing hydatid degeneration. 


the syncytial cells. Few villi carried blood vessels. Those in the larger branches 
seemed distended with blood. The patient was euretted six weeks later, but no evi- 
dence of fetal cells remained, and slfe had no further difficulty. 


Case 2.—Mrs. L. This patient was also a primipara. The menstrual history was 
normal, Last regular period was Mareh 13, 1926. Pregnancy had been normal. 
I saw her for the first time when she entered the hospital November 2, 1926, having 
a few irregular pains. The blood pressure was 126 systolic, 74 diastolic. The urine 
contained a trace of albumin but no sugar. The blood count showed only 11,200 leu- 
coeytes; hemoglobin was 80 per cent. The blood Wassermann was negative. The mem: 
branes had ruptured five hours previously. Labor progressed rapidly and normally 
until the head reached the perineum after seven hours. It remained in this position 
for one hour and Kielland foreeps were applied. The head delivered easily, but 
considerable difficulty was experienced with the rest of the body, due to a marked 
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| 


Fig. 3.—Case 2. The edema was generalized in this fetus, but the marked collection 
in the abdominal cavity is well shown. 


Vig. 4.—Case 2. Placenta described from second case. Vesicles not so well shown but 
quite as evident in the fresh specimen as in Case 1 
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distension of the abdomen, with fluid. The anasarea seemed to be localized below 
the costal margin. The infant survived only fifteen minutes. No efforts were made 
to prolong its life. 

The placenta delivered normally with about 300 to 400 ec. of blood. It was 
about three times as thick as a normal placenta and seemed to erepitate like lung 
tissue. Many minute vesicles were scattered over its surface. 


Microscopie Description.—The villi were several times larger in size than normal, 


There was a marked edema and vacuolization of the stroma. Only a few showed 
definite cystic changes. Canalization was present in the majority of the villi and 


Fig. 5.—Case 2. Microscopic section of placenta demonstrating marked vacuolization 
of stromal cells. Also proliferation of epithelial elements. 


there was a well-preserved epithelial covering. There were areas of rather marked 
syncytial proliferation and several small infarcted areas, 

On postmortem examination the ascites was the most noteworthy change found. 
About 400 ¢.c. of clear straw-colored fluid was collected from the abdominal cavity. 
Each of the pleural cavities and the pericardial sac contained approximately 5 ¢.e. 
of fluid. Edema of the tissues and engorgement of the blood vessels with blood 
cells were noted everywhere. Myeloid degeneration was quite marked in microscopic 
section, especially in the liver. 
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INTERSTITIAL TUBAL PREGNANCY, WITH THE REPORT 
OF A CASE* 


By Satvarore pt PauMa, M.D., F.A.C.S., New York, N. Y. 


ECENT statistics show that interstitial tubal pregnaney is not as 

uncommon as we were formerly led to believe. Lately more de- 
tailed eases are reported in the literature, most of them being well 
authenticated by pathologie proofs. Gonorrhea and puerperal infee- 
tions are usually given as the causative factors for narrowing of the 
tubal lumen. While gonorrhea is the cause in some eases, I believe 
the chief etiologie factor is the narrowing of the lumen of the tube 
from postpartum and postabortal infections. Gonococeal infections 
in the fallopian tubes tend, in most instances, to close the tubes per- 
manently. In the Gynecological Ward of the Harlem Hospital, where 
over 75 per cent of the cases operated upon in colored patients are for 
adnexal disease of gonorrheal origin, the occurrence of eetopie preg- 
naney in negroes is very small, over 90 per cent occurring in white 
patients. In the majority of cases of extrauterine pregnaney operated 
in the hospital named above, the history and physical findings do not 
lead to the belief that the gonococcus might have been the principal 
factor in previous inflammations. In most eases of interstitial preg- 
nancies reported since 1918 the history of previous labors or abortions 
was present. In a case of interstitial pregnaney previously reported 
by the writer as well as in a case herein described, the tubal lumen 
was proved patent and normal in its entrance into the uterus. This 
tends to show that a low grade infection of the interstitial portion of 
the tube would account for narrowing of the tubal lumen at this site 
to such an extent as to prevent passage of the fertilized ovum. 

Noninflammatory mechanical obstruction as the cause of either 
interstitial or other varieties of tubal pregnancy, from the small num- 
ber of reported cases would seem to be, indeed, very rare. The possi- 
bility of such cause must, however, be admitted. The same state- 
ments apply to congenital adnexal malformation. 

The course of interstitial pregnancy depends on: (1) the site of 
implantation to the interstitial lumen; (2) the proximity, number 
and size of blood vessels to the site of nidation. 

From the anatomic formation of the uterine cornu, it is a physical 
impossibility for a true interstitial pregnancy to go to term as such. 
If the attachment has occurred in the outer third of the interstitial 
of Obstetrics and Gynecology, New York Academy of 


=v, 


699 


TOO TILE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


portion, there is usually an early rupture; if nidation has taken place 
in the middle portion, a later rupture with a larger sae occurs; and, 
if the attachment is situated in the inner third of the interstitial tubal 
lumen, there takes place either an abortion in the uterine cavity or 
a still later rupture and a still larger sae. In each instance the 
amount of hemorrhage depends on the number and size of hearby 
blood vessels that suffer erosion. 

The diagnosis practically is never made in the early cases before 
rupture occurs. Usually the patient presents the classic picture of 
a ruptured extrauterine pregnancy with intraperitoneal hemorrhage, 
and a laparotomy discloses the anatomic diagnosis. IL believe that 
the gravity of the prognosis of this condition has been overestimated. 
That statistics do show a large mortality is undeniable. IL am of the 
opinion, however, that such mortality is due to two causes: (1) to 
the unnecessary radical operations performed; (2) to postoperative 
sepsis; and not, as a rule, to the hemorrhage which most writers em- 
phasize as the responsible factor. A point which | wish to stress in 
an interstitial pregnancy is that the less done the better the progno- 
sis, and that with the exception of the cases where the pregnancy has 
advanced to the third or fourth month, resection of the offending 
cornu is usually sufficient. 

Since the author adopted the procedure of giving a transfusion or 
a saline infusion in ruptured extrauterine pregnancy just as the op- 
eration is begun, and of leaving all fluid blood in the peritoneal cav- 
itv, postoperative results have been most gratifying both as to mor- 
tality and to morbidity. 


CasE Repor’.—B. &., white, admitted to the Harlem Hospital, May 3, 1925, 
discharged May 17, 1925. 

Chief Complaint.—Pain in abdomen, pains in shoulder blades, hot flashes and 
cold sweats, nausea, vertigo. 

Present Illness.—At 9 A.M. patient was seized with sudden knife-like pains in 
both lower quadrants. Together with these pains she had hot flashes followed by 
cold sweats. Although she did not faint nor vomit, she felt inclined to do both. 
In the afternoon she developed pain in both shoulder blades, pain becoming 
greater in right side. Patient has never had similar attack, Last period was on 
March 14, about 6 weeks previous to her administration. No bleeding since. 
Married 6 years, para i, gravida ii, last pregnancy 15 months ago, both children 
delivered normally, last child fed 5 months on breast. 


The patient had rapid pulse and respiration. Mucous membranes pale color. 
Milky secretion present. Abdomen slightly distended, marked tenderness through- 


out, particularly in the right lower quadrant. No masses felt, moderate amount of 
rigidity. Cullen’s sign not present. External genitals, normal. Vagina, negative. 
Perineum, intact, not relaxed. Cervix, negative. Marked tenderness in both 
fornices, no masses felt. Culdesae, negative. Motion of cervix very painful. 
Diagnosis.—Ruptured ectopie (Right). 
Operation a few hours after admission, «Right paramedian incision ; abdominal 
cavity filled with fluid and clotted blood. At the right cornu between and_ be- 
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yond the round ligament and uteroovarian ligament the uterus was ruptured and 
‘ small cauliflower mass protruded, with active bleeding. This mass was knobby 
in appearance und size about 2x1% cm. Below the rupture on this mass the 
fallopian tube was seen apparently not enlarged. The mass was removed and the 
uterine wound was closed in layers. The tubes were not removed; all large clots 
of blood were removed from the abdominal cavity but the fluid blood was left in. 
Abdominal wound closed in layers, 900 ¢.c. saline (normal) solution with 15 drops 
of adrenalin were given to the patient intravenously. Postoperative diagnosis: 
right ruptured interstitial pregnancy confirmed by histologic examination, 


Patient made an uneventful recovery, 


1103 PARK AVENUE, 


DOUBLE VAGINA AS A CAUSE OF STERILITY* 
With Case Revorr 
By Samvuen L. Stecuer, M.D., Brookiyn, N. Y. 


ame vagina, in the literal sense, can only be said to exist in 
certain monstrosities, such as pygopagus twins, but it has become 
customary to apply the term to cases in which the two miillerian 
ducts, which normally fuse into one canal, have remained.separate, the 
residual septum persisting along a part or the entire extent of its 
vaginal course. 

The following case is of interest in that the septum which divided 
this vagina in its entire course formed two canals, the left half of 
which ended in a blind pouch while the right half, which was one-third 
the width of the left was patent, communicating with the cervix. 


Mrs. 8. G., white, aged twenty-one years, married, first consulted me at my 
office on March 8, 1925, to find out why she had never been pregnant. Her family 
history was irrelevant. Catamenia first appeared at the age of fourteen, every 4 
to 5 weeks, three-day type with a copious flow and no dysmenorrhea. Her last 
menstrual period was on February 15, 1925. She was married two years, no 
children, miscarriages, nor abortions. Her husband was examined three months ago 
and was found to be in good health. 

Examination on March 8th, showed a female of short stature. There was ap- 
parently a normal nulliparous vagina, which measured about 8 em. in length and 
about 3 cm. in width. The examining fingers met some resistance at the distal end 
of the canal. The cervix could not be felt. Investigating a slight irregularity at 
the side of the vaginal entrance, I found a slit-like opening leading into a second 
canal, which was at this time collapsed but through which the tip of the cervix 
could be felt. Uterus and adnexa could not be palpated at this time. Mr, and 
Mrs. G. were both told of this abnormality and were instructed as to the correct 
method of approach in their future conjugal relations and were told to report in 
two months. It is interesting to note in passing that neither were aware of the faet 
that their cohabitation was misplaced. This was a natural, unintentional, congenital 
contraception measure, 


*Read at a meeting of the East M@w York Medical Society, February 24, 1927. 
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On July 8, four months later, the woman again presented herself, giving May 11 
as her last menstrual period, with a history of morning sickness and painful breasts, 
Vaginal examination at this time showed left vaginal canal with the same measure- 
ments, but imperforate at its proximal end; right, which was collapsed now admitted 
two fingers, but with difficulty; cervix soft, uterus dextroverted, soft, enlarged to 
about six weeks’ gravidity. Right adnexa not palpated, left ovary cystic, tender, 
and prolapsed. Her subsequent antepartum record was normal, with normal blood 
pressure and urinalysis. Date of expectancy was February 15, 1926. 

Mrs. 8. G. entered the Brooklyn Hebrew Maternity Hospital in labor on February 
16, with ruptured membranes since February 14 and a temperature on admission 
of 101° F. The first stage of labor was not complete until forty-eight hours after 
admission. Forceps were applied after the septum, which was in this case an im- 
pediment in the passage, was excised and the stumps sutured with a running 
chromie suture. The infant weighed 5 pounds and 8 ounces, Mrs. G, and the 
baby left the hospital on the fourteenth day in good condition, 


5386 SARATOGA AVENUE. 


REPORT OF A CASE OF TORSION OF A ILYDROSALPINX 
By Tortem Tornanp, M.D., F.A.C.S., Searriur, WASILINGTON 


CCORDING to Eastman® there are only ninety-one cases of this 
condition on record. The oceurrence, therefore, seems rare 
enough to warrant further case reports. 


My case is that of a forty-one year old white patient whom I first saw August 
31, 1927. Her menstrual history was normal. She had one miscarriage about 
twenty years ago, but no children. For the last two vears she has been complain- 
ing of an indefinite, tired feeling in the lower abdomen, but otherwise has been 
well. She has never had an operation. She denies venereal diseases, 

August thirty-first, on admission to the hospital, she was suddenly taken ill with 
a severe, excruciating pain in the right lumbar region radiating downward on the 
right abdominal side. She vomited several times. Her condition rapidly became 
worse, pain continuous and increasing in severity, stabbing in character, so severe 
that she was screaming in agony. There was some relief when she exerted a firm 
manual pressure over the right kidney region. The pain persisted and seemed to 
radiate gradually more downward to the right iliae fossa and to the groin and labia. 
There was frequency of urination, but no burning or pain. At this time she noticed 
that the regular menstrual flow had started, 

I first saw her about five hours after the onset of this attack, The findings 
were as follows: Patient was almost hysterical with pain, erying aloud at intervals. 
She vomited repeatedly during the examination. Mer general condition was good. 
Pulse 80, temperature 98.4, respiration 20. In spite of the severe symptoms and 
pain, she did not appear to be seriously ill. The abdomen was not distended, but 
very tender in right half from the costal border to the pelvic brim, No mass was 
palpable. There was considerable tenderness over the right kidney region, Murphy 
kidney test was three-plus. 

Vaginal examination showed a moderate amount of menstrual flow. The cervix 
was small and hard. The uterus was anteflexed, small, apparently fixed and drawn 


*Surgery, Gynecology and Obstetrics, August, 1927. 
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over to the right adnexa. In this region and in Douglas culdesae an indistinet, 
extremely tender resistence was felt. The left adnexa was not palpable or tender, 
A rectal examination gave no additional information. 

She was immediately taken to the hospital where a blood examination showed, 
red cells 3,310,000, hemoglobin 70, leucocytes 9,100, lymphocytes 24, polymorpho- 
nuclear cells 76. Under expectant treatment, the patient’s condition gradually im- 
proved during the following days. Vomiting and pain subsided. The third day 
there was a distinct, palpable mass, apparently originating from the right adnexa. 

A diagnosis of acute pelvic inflammation was made, probably an ovarian eyst 
with a twisted pedicle, and operation decided upon. 

On opening the abdomen, a small amount of free blood escaped. The right tube 
was found greatly enlarged. It was entirely black and twisted clockwise one full 
turn about four centimeters from the cornu. There were a few adhesions sur- 
rounding the tubal mass, all of them recent. Findings otherwise were normal, 

The pathologic examination was done by Dr. D. H. Nickson, Pathologist to the 
Swedish Hospital. He reports the following: The total length of the tube was 
eleven centimeters. The proximal six centimeters had a diameter of two centimeters, 
At this point the tube turned clockwise one full revolution. Beyond the point of 
torsion the tube measured five centimeters in length and four centimeters in diameter. 
The surface of the tube was dark red and was mottled with black areas. On 
opening the tube, the wall was thickened, the lumen filled with forty-three cubic 
centimeters of a rather thin bloody fluid. The fimbriated end was closed, presenting 
a smooth contour. The attachment of the broad ligament did not extend beyond 
the point of torsion. Proximal to that point it became a thickened, edematous 
hemorrhagic mass. 

The diagnosis was torsion of a hydrosalpinx with early necrosis; 

The patient made a good postoperative recovery. 


SUMMARY 


It is certain that we here had to deal with an old salpingitis, which 
suddenly beeame strangulated by torsion of the pedicle. The tube 
was club shaped and the fimbriated end was closed by dense, old 
organized adhesions which completely obliterated the fimbriae. This 
pathologie condition could not have occurred in the three days elaps- 
ing between the attack and the operation. In a number of the pre- 
viously reported cases the tube was normal before the torsion. 

The differential diagnosis of this case is rather interesting. An 
acute appendiceal inflammation could be eliminated at once, due prin- 
cipally to the lack of temperature, normal leucocyte count and the 
general good, nonseptic, condition of the patient. This excellent 
general condition has been emphasized strongly as constant in many 
of the cases reported, in spite of severe local symptoms and terrible 
pain. The main difficulty in this ease was the elimination of an acute 
kidney condition, particularly obstructing renal caleulus. The onset 
of the symptoms was so suggestive of renal colic that ureteral eath- 
eterization was contemplated. The absence of pus in the catheterized 
urine, the development of a palpable mass and the localization of 
symptoms clarified the diagnosis, and made a pelvie operative condi- 
tion certain. 
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The findings at the operation show how necessary it is in this con- 
dition to arrive at a correct diagnosis at the earliest possible moment. 
The bluish, discolored, strangulated salpinx, distended with blood al- 
most to bursting, the walls showing early gangrenous areas, leaves no 
doubt as to what would have happened if this condition had been un- 
recognized for any considerable time. 


MEDICAL AND DENTAL BUILDING, 


HERNIA OF THE UTERUS AND TUBES THROUGIL THE 
INGUINAL CANAL (SALPINGOIYSTEROCELE), WITII 
CASE REPORT 


By Jacon Sarnorr, M.D., Brookiyn, N. Y. 
(Attending Surgeon, Harbor Hospital, Associate Surgeon, United Israel 
Zion Hospital) 


DESIRE to place on record a case of a right inguinal hernia con- 

taining the tubes and uterus. It may not be amiss at the outset 
to present for discussion some of the interesting facts pertaining to 
this subject. 

It has been asserted that every organ within the abdomen, with the 
exception of the liver and panereas, has at one time or another been 
found in the sae of an inguinal hernia. Ilernia of the female genitalia 
through the inguinal canal, is a relatively rare occurrence. Watson 
states in his textbook on hernias that, up to 1923, he collected from 
literature 52 cases of inguinal hernia of the nongravid uterus and 
14 cases of the gravid uterus, in all 66 inguinal hernias of the uterus. 


B. IL, twenty-two years of age, was admitted to Harbor Hospital on February 
23, 1927, with the following history: 

Shortly after birth, a swelling was noticed in the right inguinal region, This was 
diagnosed as a hernia and was treated by the application of a truss for about six 
months during the first year. She also had club feet for which she was operated 
upon during childhood, with good results. She has never menstruated nor had any 
of the accompanying menstrual molimena; otherwise she appenred to be normal. 
She was told that she required some injections which might possibly bring on her 
menstruation. 

For the past five years, the patient has complained of attacks of pain which 
were located in the right inguinal region, The pain would last from a few hours 
up to a few days. The attacks varied in frequency, occurring every two to eight 
weeks. During these attacks the mass in the right side, which was about the 
size of a pigeon’s egg, became more tender and painful. The condition was 
diagnosed by the family physician as a right inguinal hernia possibly containing 
some omentum or intestines. 

On February 23rd, the writer was asked to operate for the above condition. 
With the history of amenorrhea, he was prompted to make a eareful vaginal and 


rectal examination in order to aseertain the cause of the amenorrhea, 
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Physical Examination.—A girl, five feet, four inches, weighing about one hun- 
dred and twenty pounds, well developed, feminine type, good appearance and color, 
mammary glands well developed, axillary and pubie hair normal, Has a_ slight 
drooping of left upper eyelid. Labia majora and mons veneris somewhat small. 
Labia minora absent. Extending from either labia at the site of the vaginal open- 
ing is a mucous membrane of normal color, with no evidence of hymen or vaginal 
vanal. Urethra and e¢litoris normal, Anal eanal and rectum normal. The internal 
genitalia could not be felt in the pelvis on bimanual rectal examination. I then 
concluded that he was dealing with a case where there was an absenee of vagina, 
with the possibility of the uterus and adnexa being present in the hernial sae. 
With the patient in the erect position, there was an impulse on coughing and a 
mass about the size of a pigeon’s egg could be felt in the right lJabioinguinal 
region. 

Under general anesthesia, an incision about three inches long was made, one-half 
inch above and parallel to Poupart’s jigament, down to the aponeurosis of the 
external oblique. The external abdominal ring was readily brought into view. 
It was about the size of a quarter, The aponeurosis of the external oblique was 
ineised, extending from the external abdominal ring upwards and outwards. The 
hernial sac was about four inches long. On lifting it upwards away from the 
abdominal ring and passing the finger underneath, the distal portion of the sae 
was pulled upon, bringing into view a structure which from its location and relation 
to the sac simulated the spermatic cord and testis. 

As previously stated, the history and physical examination suggested to me the 
possibility of finding some of the internal genitalia in that sae. The sae was 
opened about one-half inch away from the external abdominal ring for a distanee 
of about one and a half inches. To his surprise he found that the contents of 
the sae consisted of the uterus, and right and left tubes. The pedicle to whieh 
the uterus was attached was about three inches long and about the thickness of a 
finger. It apparently consisted of the broad ligaments together with portions 
of the vaginal walls. The uterus was of normal shape and consistency but the 
size of a small olive. The fallopian tube, extending from the right cornu of the 
uterus, was of normal size and consistency though it felt somewhat thickened 
possibly due to some edema as a result of its disturbed cireulation. From the left 
cornu extended a tube of similar structure. The uterus with the adnexa ineluding 
their attachments, formed the anterior part of the hernial sae and might thus be 
ealled a sliding or Riehter’s hernia. Part of the bladder could be seen anterior to 
the uterus and its pedicle. The right ovary was observed extending from the 
posterior portion of the apparent right broad ligament. The ovary was of normal 
size and consistency and was about twice the size of the rudimentary uterus. These 
findings readily explained the amenorrhea as well as the absence of menstrual 
molimena. It also accounted for the presence of the right inguinal hernia (which 
was congenital) with the occasional attacks of pain probably the result of partial 
twisting or strangulation of the uterus and adnexa. 

The question of the proper operative procedure was then considered, IT decided 
to remove this rudimentary herniated uterus including the right and part of the left 
tube, replacing the right ovary, which appeared to be normal, into the peritoneal 
cavity. A rudimentary uterus of such small size, attached by such an elongated 
pedicle as the result of malposition and stretching of the broad ligaments and 
vaginal wall, could serve no useful purpose in being replaced into the peritoneal 
cavity, and might be subjected to tortion, strangulation, ete. The location and 
size of the abdominal incision did not permit any further detailed view or study 
of the relation of these organs to the pelvie floor, bladder, reetum, ete. 


The hernial sae was dissected high up towards the internal abdominal ring. 
That portion which covered the posterior wall of the uterus and its pedicle, thus 
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forming the anterior part of the sac, was dissected upwards, first incising the 
peritoneum on the posterior surface of the uterus. The uterus, right and part of 
the left tube were then removed in the following manner: Two clamps were placed, 
one to either side of the uterus. The right clamp included the stretched right 
mesosalpinx to just below the level of the cervix. The left clamp ineluded part 
of the left tube and its mesosalpinx down to just below the level of the cervix 
to meet the clamp on the opposite side. The writer did not observe the left 
ovary and could not say with certainty whether it was there or not. After having 
removed the uterus, the right tube and part of the left, the cut surface did not 
show any evidence of a patent vaginal canal. The raw surface was sutured with 
continuous chromic gut No. 1. The hernial sae was then ligated high up, removed 
and its stump transfixed under the conjoined tendon, The hernia was then re- 
paired as a typical Bassini except that there was no cord or round ligament to 
deal with. The conjoined tendon was sutured to the shelf of Poupart’s ligament 
with four interrupted No. 2 chromie sutures. The aponeurosis of the external 
oblique was sutured with continuous chromie suture. The skin and fascia were 
closed with interrupted figure-of-eight silk worm sutures, The skin was sntured 
with continuous silk. 

The operation lasted twenty five minutes, patient in good condition. Sutures 
were removed on the eighth day. The wound healed by primary union. Tempera- 
ture was normal throughout the entire stay at the hospital except the day follow- 
ing the operation when it rose to one hundred, Patient was discharged from the 
hospital twelve days after the operation, feeling perfectly well. The parents were 
informed as to the operative findings and procedure but the patient is as yet 
unaware of the above findings. 


This condition of prolapse of the uterus through the right inguinal 
hernia is termed right inguinal hysterocele. Together with the pro- 
lapse of the tubes it might be termed right inguinal salpingohystero- 
cele, a condition which is indeed very rare and interesting. 

The case presents a number of interesting problems: First, as to 
the etiology of such a condition from an embryologie standpoint; see- 
ond, the anatomic relations leading up to the development of this 
prolapse of the uterus and tubes through the right inguinal hernia; 
third, the physiologic phenomena, so far as the patient is concerned, 
with regards to her general development, maturity, sex instinet, mat- 
rimony, and the probability of a plastic procedure with the ultimate 
formation of a vaginal canal. 


SUMMARY 


1. Hernias of the uterus in the, inguinal canal are generally econ- 
genital. The history of this case shows that the hernia was noticed 
shortly after birth. 

2. The uterus in these congenital hernias is generally rudimentary. 

3. Accompanying such hernias are other malformations and dis- 
placements such as imperforate vagina, ete. This patient had a rudi- 
mentary uterus, imperforate vagina, club feet and drooping of left 
upper eyelid (lagophthalmos). 


4. The importance of vaginal and rectal examinations to determine 
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the presence of the internal genitalia in the pelvis which otherwise 
might be suspected to be found in the hernial sae, 

5. The advisability of hernial repair in the female at an early date 
to avoid the possibility of prolapse of the genitalia which may lead 
to atrophy of such organs with its unpleasant results. 

A point of particular interest in this case is the fact that despite 
these malformations, the patient is otherwise fully developed; quite 
popular and contemplates matrimony. The parents, having been in- 
formed of the true state of affairs, are urging the plastie procedure 
which they were told is possible, in order to make matrimony feasible. 

I hope to present at a future date further details of the case, espe- 
cially with regard to a contemplated plastic Baldwin operation for 
the construction of a vaginal canal, should such a procedure be 
deemed advisable. 
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A NEW SELF-RETAINING INSTRUMENT FOR THE RUBIN 
PATENCY TEST AND IODIZED OIL INSTILLATION 


By Irvine F. Stet, M.D., Aanp Ropert A. Arens, M.D., Cuicaco, 


E HAVE devised an instrument which may be used with gas or iodized oil, 
or with any other liquid for testing tubal patency. The difficulties we experi- 
enced with the simple cannulas used heretofore were: first, interpretation of the 
results of the Rubin test; second, difficulty in overcoming leakage at the cervix; 
third, the awkwardness of holding several instruments in place during the test; 
fourth, making simultaneous traction on the cervix and pressure against the 
external os; fifth, maintaining a constant pressure at the cervix after iodized oil 
instillation long enough to obtain satisfactory roentgenograms. These several 
difficulties have been obviated by the instrument which we have developed (Fig. 1). 
It has been our routine in suitable sterility patients to perform the patency test 
under manometric control, and when the tubes have been found patent, to introduce 
one litre of carbon dioxide gas into the peritoneal cavity by the transuterine 
route. When obstruction is met, transabdominal inflation is done. The patient 
is then arranged in the Peterson (partial knee-chest) posture on our especially 
constructed table, and 5 to 7 ¢.c. of lipiodol is instilled into the uterus, the instru- 
ment, meanwhile, remaining in situ. Films are taken, after which the instrument 
is removed. The patient is kept in dorsal decubitus in bed for several hours until 
the gas is absorbed and she thereby suffers no discomfort. 

The instrument consists of the following: a medium-sized Graves’ speculum 
into which a small spring clip is attached to the lower blade. A short single 
tenaculum forceps with an aperture anterior to the lock. A modified Keyes-Ultzman 
cannula with a metal collar fastened about two inches from its tip to prevent back- 
slide of the rubber olive and to obviate the necessity of making pressure upon 


708 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


the olive with an additional instrument. The vertical notched spring rides upon 
a small metal jacket which moves forward or backward upon the cannula and may 
be fixed at any point by setserew. The spring is prevented from rotating about 
the cannula by a small track. Distal to the spring is a stopeock, and at the end, 
a Luer tip. By keeping a Luer adapter on the rubber tubing leading from the 
CO, supply, and using a Luer syringe for the iodized oil a snug connection is estab- 
lished when using either apparatus in series with the cannula. 

The speculum is first inserted into the vagina with the patient in’ lithotomy 
position, The cervix and vagina are swabbed with 2 per cent mereurochrome 
solution and the same is applied to the cervieal canal with an applicator. The 
anterior lip of the cervix is then grasped with the tenaculum and the cannula 


~ 
A RUBBER 
OLIVE 
METAL 


: 


Ws / 


Ky 


| | x LUER TIP 


GRAVES SPECULUM” = 


Fig. 1.—The Authors’ self-retaining instrument for the performance of the Rubin 
test and instillation of iodized oil. 


inserted into the cervix. Counter traction and pressure are maintained by the 
ora vine ‘ spring. The cannula is then slipped into the spring clip and the apparatus is fixed 
ari, and self-retaining. We have used this instrument in a large series of cases for the 

performance of the patency test combined with iodized oil instillation with most 

satisfactory results. It may be well to have two cannulas on hand on the second 
ray of which the metal collar is set about one quarter of an inch farther back than 
‘ oo on the one already deseribed. This is only to be used in cases of elongated cervix 


in which the internal os may be out of reach of the usual cannula. Either cannula 
may be used in retroversion and retroflexion by removing the jacket with the 
spring and reversing it. This is possible by unscrewing the stopcock. It is only 
necessary that the cannula project just within the internal os. Damage may oceur 
from using too long a cannula which may be pressed too firmly against the 
endometrium and might possibly even penetrate the uterine wall. 
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CEPHALIC ROTATING FORCEPS 
By Myer N. Moss, M.D., Sr. Paun, MINn. 


HE instrument illustrated here consists of two separate blades, each having a 

handle with an outward hook at the end to permit a firm grasp for rotating 
purposes. The blades terminate in a fenestrated circular ring and the handles 
are hollowed out, making the instrument a trifle over half the length and weight 
of the regular obstetric forceps. The construction, however, is of sufficient strength 
to maintain any foree necessary in rotating the presenting part. The cephalic 
curve, Which fits to the sides of the head is narrowest at the handles and widest at 
the rings. Unlike the obstetric forceps, there is no pelvie curve, so that either 
blade may be inserted first and on either side of the pelvis and the instrument rotated 
in any direction without danger of injuring adjacent tissues. 

As its name implies, the forceps is devised to act purely as a rotator, so that 
any attempt at traction will immediately cause the blades to slip off. The instru- 
ment should prove of particular value in posterior positions or in transverse arrest 
of the hend and may be used either as a first step for bringing the head into a more 
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favorable diameter for application of the regular traction forceps, or kept in place 
until nature’s own powers have forced the head to a point where spontaneous de- 
livery is apparent. 


When the rotator is to be used as a preliminary step in forceps delivery, the 
conditions should be the same as those for any forceps operation. When, however, 
only rotation is desired and the mother, herself, is expected to expel the baby, the 
dilatation may be somewhat less and the membranes do not necessarily have to be 
ruptured. 

Since it is of prime importance that the exact position of the presenting part 
be known, the rotator is to be used only by those skilled in the application of the 
regular obstetric forceps. Under strictest asepsis, with constant lysol or green 
soap irrigation, the entire hand grasps the head and each blade is inserted between 
the palm of the hand and parietal side of the head. The blades are gently locked, the 
hand is removed and rotation made by slowly turning the handles. When the 
head is brought into the desired position, with the blades in place the mother 
may now be permitted to continue her pains and bearing down efforts until the 
rotator stays in position without further assistance, or the obstetric forceps may now 
be applied to complete the delivery, 
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A SELF-RETAINING LATERAL VAGINAL SPECULUM FOR 
CERVICAL WORK 


By Water E. Levy, M.D., New Orveans, La. 


GOOD exposure of the cervix is absolutely necessary for cervical amputation, 

cauterization of the cervix, trachelorraphy and the packing of the cervix post- 
partal. 

Various specula are available and some may even resemble the instrument whieh 


I herewith submit; but the adaption of the lateral blades, I believe, is original, and 
it overcomes many of the objections to the other types. 


The instrument as seen in the illustration is in two parts,—the one with the two 
lateral blades, and the other a simple weighted speculum. The lateral blades are 
on swivels, so as to better fit the lateral vaginal walls. Furthermore, at the end 
of each blade there is a lip which tends to prevent slipping. The length of each 
lateral blade is 3.25 inches, and the width is 1.25 inches. The blade of the weighted 
part of the speculum is 3.50 inches in length and the weight is 3 pounds. 
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A NEW UTERINE CANNULA 
By Water E. Levy, M.D., New Orneans, La. 


ITE use of lipiodol for intrauterine and tubal radiography is an accepted diag- 

nostic method. I present herewith a selfretaining uterine cannula for this type 
of work. The entire length of the cannula is seven and one-half inches. From 
the tip of the cannula to the petcock, however, is six inches. 

The two original features are the spring-tenaculum and the adaption of a_pet- 
cock which fits a Luer svringe. 


The tenaculum can be moved up and down the cannula so as to always be able 
to rest upon the rubber tip which fits into the cervix. Furthermore, the tenaculum 
can be moved around so as to grasp the anterior cervical lip, even when the curve 
of the cannula is pointed posteriorly in a retroflexed uterus, 

The use of the petcock is merely to close off the cannula and to prevent. the 


lipiodol from escaping when the syringe is removed, 


AN IMPROVED SHORT OBSTETRIC FORCEPS 
By D. A. Catnoun, M.D., Troy, New York 


HE short obstetric forcep seems to have become more of a curiosity than an 

instrument of real value and an asset to the obstetric armamentarium., In 
general, the use of the short forcep in obstetrics is neglected. Practitioners use 
the cumbersome long forceps for all deliveries whether high, medium, or low opera- 
tions, and totally ignore the more convenient short instrument, much less difficult of 
manipulation in low obstetric operations. To be sure, the long instrument is 
indicated where the head is above the outlet, but it is too large and cumbersome 
of manipulation for the delivery of a head at, or below the ischial tuberosities. The 
forceps, easy of introduction, application, and removal to assist a delayed head, 
whatever its cause, without changing the posture of the patient, is indeed the ideal 
situation both from the standpoint of the patient and the obstetrician. 

Very often, the head remains stationary on the perineum without satisfactory ad- 
vancement in spite of good pains and the best endeavors of the patient, the delay 
being due to a relative disproportion between the head and anterior, or posterior 
plane of the outlet, more particularly the latter. The transverse diameter of the 
outlet being relatively small, the advancing forehead is forced against the coccyx 
over which the patient is unable to advance it and labor becomes arrested. The 
prolonged compression in this situation invites various injuries to the head and 
brain as well as asphyxia more or less profound, depending on the length of time 


and the amount of compression, 
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It is easy to apply the proper type of forceps to such a head without changing 
the posture of the patient and thus to supplement the forces of labor. Some diffi- 
eulty is generally encountered when applying the fenestrated blades in this low type 
of operation. More difficult is the removal when after traction the blades are more 
or less imbedded into the flesh of the baby’s head, not to mention the possibility 
of an ear being within the fenestration and subject to injury and even severance 
during the removal. The head ean be made to advance with the instrument shown 


Fig. 2. 


until the forehead is accessible, after which the removal of the blades, due to their 
smooth solid surfaces can be quickly and easily accomplished, the delivery of the 
head eompleted slowly and at the pleasure of the operator, 

The short forceps herewith presented is ideal for low applications. In order 
to obtain the desired cephalic application it is desirable to have a blade whieh can 
be introduced easily and slip around the cireumferance of the pelvis, 

The forceps illustrated was designed by the author to avoid the objectionable 
features of the usual types of short forceps. 
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Society Transactions 


THE NEW YORK OBSTETRICAL SOCIETY 
MEETING OF OCTOBER 11, 1927 


THE PRESIDENT, Dr. P. HEAty, IN THE CHAIR 


Dr. Exior Bisnor reported a case of True Ovarian Pregnancy. 


This case is reported because, in the first place, the specimen is so complete and 
obvious in the gross, and in the second place, because we stumbled upon it through 
an error in diagnosis, and in the third place, through a too quick diagnosis of 
tissue in situ we were nearly led into a complete extirpation of the pelvie organs. 

The patient, at the time of operation in March, 1927, was thirty years old. Dr. 
Bishop had delivered her twice, the last time in December, 1925, Her previous pelvic 
history has some points of interest. She became pregnant in October, 1921. In 
March, 1922, the abdomen was opened for fibromyoma, complicating the preg- 
nancy, but the operator decided to leave it undisturbed. She was not happy 
over the occurrence, and her family physician referred her to Dr. Bishop on 
July 31, 1922. Examination then showed a mass 7 x 5 em. on the left eornua 
of a uterus which extended 34 cm. above the symphysis. He delivered her five 
days later,—the character of the labor being of no import. Her discharge examina- 
tion about seven weeks later showed no mass on the fundus and it was presumed 
that the fibromyoma had involuted with the uterus to an impalpable nodule. Her 
second labor was uneventful. At the discharge examination three months later— 
March, 1926, on a fundus of good size and position, at the right cornua, a 
fibromyoma, 3x2 em. was present. Her period two weeks before, had lasted seven 
days and was profuse and slightly clotted. 

Nearly a year later she came in because she had been flowing during all the 
time since the onset of her last period—February 7th. The flow was not heavy; 
she had some lassitude and also right iliac pain. Abdominal examination at the 
time showed an ill-defined mass in the right iliae fossa; vaginal examination showed 
a large anteverted fundus with a mass separate from it about 8x5 em. in the right 
fornix and a diagnosis of probable fibromyoma on a pedicle or possibly an adnexal 
mass was made. She entered the Brooklyn Hospital and was operated upon 
Mareh 9, 1927. The abdomen was opened through the old sear. The left adnexa 
were normal; there were two fibromyomata below the left cornua of the uterus. 
The right adnexa formed a mass that the pathologist inspected in situ and said 
‘‘malignaney.’’ Of course, complete extirpation was planned. However, to be 
more certain, the right adnexa were removed for section, the cautery knife being 
employed, and on cross-section the pregnancy was easily demonstrable. Beeause 
of the fibromyoma, the cervical hysterectomy followed, the left adnexa being left 
because of the patient’s age. Her convalescence was excellent and she was seen 


again in May, with no complaints and no demonstrable pathology in the pelvis. 
The pathologie report is as follows: Specimen consists of uterus, one tube 
and an ovarian mass. The uterus measures 9 x 6 x 6 em. From the serous surface 
of the uterus, irregular nodules are projecting—the largest measures 2 em, in 
diameter. On cross-section these seem to be calcified completely, Endometrium 
is swollen and hemorrhagic. Uterine wall averages 244 em. in thickness, Cervix 
narrow and shows nothing unusual. The tube and ovarian mass is separated from 
the uterus, The tube is 9 cm. in length altogether; has free fimbriated end. At 
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the isthmus it measures 4 mm. in thickness. Ampulla measures 6 mm., has smooth 
surface and is pale in color. It is uniformly narrow. 


Cross-section shows narrow lumen. The mesosalpinx is about 2.5 em. in width. 
It separates the tube from the ovarian mass. Ovarian mass measures about 6.5 em. 
in diameter. It seems to be well encapsulated, has black appearance. Part of 
this, however, shows white substance of the ovary. On cross-section, this mass shows 
a round eavity about 2.5 em. in diameter, in which a fetus is lying attached to 
the wall by the cord. The fetus measures 8 mm. in length. The lining of the eyst 
is smooth. The wall of the cyst consists of iavyers of old blood clot. The blood 
clot is confluent with the hemorrhagic substance of the ovary. 

Microscopical Section: The ovarian mass shows partly organized blood clot 
with a surface which contains chorionic villi. Section of the isthmie end of the 
tube shows narrow lumen, cylindrical lining; no changes in structure are noted. 

Diagnosis: 1, Ovarian pregnancy; 2. normal tube; 3. multiple myomata of uterus 
with calcification, and 4. chronie endometritis. 


Dr. Harotp Bartey presented A Review of the Work of the Second 
Obstetrical Division of Bellevue Hospital. (For original article see 
page 462, April issue.) 


DISCUSSION 


DR. B. P. WATSON was interested to hear Dr. Bailey place such reliance on 
antistreptococeus serum in septic cases. His own experience of late has not quite 
borne that out, especially where there was definite blood infection. The number of 
eases of accidental hemorrhage and premature separation of the placenta, was 
also rather striking. He did not know whether the doctor ineluded cases that 
had lost less than 1,000 ¢.¢. blood because in a great number of eases where 
there is a very slight blood loss before delivery and where there must have been 
some slight separation of the placenta, this is of no moment either from the point of 
view of the mother or the child. 


DR. J. O. POLAK was impressed by the difference in the results following the 
conservative method of treatment of eclampsia versus the more radical interference. 

The other point of interest was the relatively large incidence of postpartum 
hemorrhage. Dr. Bailey has answered the matter by his own criticism. Evidently 
the intern resident staff in his hospital was not taught the physiology of the 
placental stage as it should be taught. Dr. Polak found that sinee leaving hands 
off the patients, that there was a marked diminution of postpartum hemorrhage. 


DR. A. B. DAVIS did not agree with those who advoeate rectal examination as 
being better and safer than vaginal examination in obstetries. Rectal examinations 
do not provide the information sought. By lifting forward the reetovaginal septum 
and the posterior vaginal vault, often with a pool of accumulated secretion, there 
is greater danger of injury and infection than by vaginal examinations. In the 
out-patient department of the Lying-In Hospital, a vaginal examination of cases 
in labor is required every two hours until delivery. More often than not, these 
examinations are made by pupils or doctors possessed of very little obstetric 
training. This plan has been followed for more than thirty-seven years, in something 
over eighty-eight thousand cases, and they had yet to see bad results from this 
procedure. The development of sepsis and morbidity is quite as low as in the in- 
door department. It is fair to state that in some one hundred and twenty-five 
postpartum cases there is an average, through the year, of not above ten cases 
a day, showing an 8 A.M. temperature above 99° F. This ineludes operative and 
complicated cases. In this service a few cases of septie infection develop. The 
majority of such cases are brought in as emergencies already infeeted, In their 
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treatment Dr. Davis and his staff had used various serums and methods proposed 
to combat puerperal sepsis. Thus far, they have been unable to report any results 
of value from their employment. ‘*So long as we continue to have emergency eases 
Which have, in many instances, been previously mismanaged by incompetent doctors 
or midwives, we are bound to meet with puerperal sepsis, especially in the eity 
hospitals. This state of affairs will exist until the rank and file of the profession 
who practice obstetrics, and the lay public, become so educated that they will not 
tolerate the occurrence of such cases in anything like the number met with at 
the present time.’’ 


DR. W. 8. SMITIT said that Dr. Bailey seemed to use high forceps a good deal 
more often than at the Brooklyn Hospital. 


DR. BAILEY (closing), in reply to Dr. Watson’s remarks said, that the serum 
is useful when the streptococcus is in the blood, but in none of his eases, even in 
those that died, did they find this organism in the blood, although the infeetion 
Was apparently streptococcic, as positive cultures came from the body of the uterus, 
He believed the early use of polyvalent antistreptococcie serum to be of great 
aid. It is not of much value late in the disease because the bacteria are then 
located in too many places. Tle found that after the administration of the serum 
there was a tendency to tie production of abscesses in the parametrium. There 
seemed to be a localization of the organism about the uterus. 

Dr. Bailey believed that the uterus should be left alone and not handled, to avoid 
hemorrhage. Attempts to shorten the actual labor by squeezing out the placenta 
are bad. 

In this service ether is used, chloroform being employed for ordinary delivery 
over the perineum but in operative work ether is given unless the patient is in 
shock, and then gas-oxygen in the proportion of 3 to 1. 

In reply to Dr. Ryder’s question about pituitrin, Dr. Bailey said they did not 
give it unless forced to do so; in other words unless the uterus is empty. In all 
bleeding cases, however, they give 1 cc. of pituitrin immediately and, if the 
placenta is still retained, compress the uterus as much as possible in an attempt 
to express it with the first contraction after the administration of the pituitrin. 
They have not given pituitrin, routinely, before the delivery of the placenta. 

In reference to Dr. Davis’ remarks about vaginal examination: there is cer- 
tainly a difference between the indoor and outdoor cases. The outdoor women have 
been through many labors. Bellevue conducts an outdoor student service where 
the students make a limited number of vaginal examinations. Tlowever, they were 
literally forced to adopt the method of no vaginal or rectal examinations be- 
cause of the amount of sepsis that preceded the year 1922. 

In the conduct of the service, they have to free themselves of responsibility for 
infections. Many of the women have had no prenatal care or advice and come in 
for labor with a history of intercourse on the day or the day before the pains start. 
When Dr. Bailey joined the Bellevue service in 1909 every woman admitted was 
given a vaginal douche. Although not dqne now, the question arises as to whether 
they shall not be obliged to return to some form of antiseptic eare. 


Pror. E. Essen-MOLLER presented a paper by invitation, entitled Is 
the Vaginal Cesarean Section Justified in Placenta Previa? (lor 
original article see page 612.) 

DISCUSSION 


DR. G. H. RYDER said that, in discussing this question, it. is well, in the 


first place, to remember that vaginal cesarean section can be safely done only 
by the most skillful operators. It cannot be done safely by others. In the 
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second place it is well to consider that the term placenta previa is used to describe 
widely differing conditions. High lateral placeata previa is often such a compara- 
tively harmless condition, that it needs little if any treatment, while the com- 
plete or central placenta previa is one of the most terrifying and fatal conditions 
known to obstetric practice. Between these two extremes, placenta previa is 
slightly or greatly dangerous as it approaches more closely one or the other ex- 
treme. Vaginal cesarean section. performed by a skillful operator in the milder 
forms of placenta previa, might easily yield safe results. So would many other 
simpler procedures. In the severer forms of placenta previa, vaginal cesarean 
section, in his opinion, could end only in disaster. High abdominal cesarean section, 
on the other hand, in these severer forms of placenta previa, appears to be the 
safest procedure (where the patient is seen early before there is much dilatation). 
The mother can usually be saved if there has not previously been too much bleed- 
ing, and the fetus has the best possible chance. In case of suspected infection, the 
cesarean section may be followed by hysterectomy, thus preventing spread of the 
infection. 

Prof. Essen Moller has been very fair in summing up the pros and cons of 
this question. Dr. Ryder believed that this series of nineteen eases was composed 
chiefly of the milder types of previa. Otherwise the mortality would have been 
higher. In the severer forms of placenta previa, vaginal cesarean section is 
a very dangerous operation and distinctly contraindicated. 

DR. A. C. BECK said he had never done vaginal cesarean seetion for placenta 
previa, but had three eases in which the placenta was in the lower uterine segment 
and he had done a low flap cesarean section. In none of those instances was it 
known at the time of the operation, and not until the uterus was opened 
from above. In one of the cases there was very considerable hemorrhage, but the 
uterus was closed and the patient ultimately recovered, 

In the Long Island Hospital clinie, if the previa case is to be delivered by 
section, they usually elect the high cesarean section rather than the low. 

DR. B. P. WATSON considered that one of the very important points Prof. 
Essen-Moller brought out, was that there is no more friability, or liability to tear, 
in the cervix of a placenta previa than in the ordinary case. It has always been 
taught hitherto in our textbooks that the great danger in placenta previa was the 
excessive softening and friability of the cervix, and it leads one to ask whether 
there would not be just as much tearing of the cervix in a ease which was not a 
placenta previa if delivered by foreible extraction of the child. 

DR. HAROLD BAILEY wanted to ask whether it was necessary to do a eraniot- 
omy in extracting the heads of any of the babies that were stillborn? His experi- 
ence with the vaginal section for placenta previa was limited to two eases early in 
pregnancy, and he had but slight experience with the vaginal section for eclampsia, 
but was convineed that it is a difficult matter to drag a full-term head through 
with an anterior seetion. 

DR. G. LL. MOENCITL said that from his own observations he could verify what 
Professor Essen-Moller had brought out, that the cervix is not especially friable 
in these women, and that cesarean seetion in the lower uterine segment in cases 
of placenta previa, not only does not inerease the mortality but actually decreases 
it. He did not see, therefore, why there should be any difference or at least very 
much difference, aside from technical difficulties, whether one goes in from below 
or from above. The same area is involved in each instanee and the bleeding is 
easily controlled. Personally he had never had any special trouble in suturing 


the cervix even in those cases where the incision was very low. In one case the 
incision was so low that the upper part of the vagina was opened but no technical 
difficulties were encountered and bleeding easily controlled. 
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A point not brought out sufficiently in the literature, is the fact that spontaneous 
deliveries, where no examination or other manipulations have been carried out 
and which despite this have postpartum infections, are not infrequently cases whieh 
have had slight bleeding for some time before labor. Such bleeding diminishes 
the normal vaginal acidity, which is especially high in the pregnant woman, and 
thus breaks down the natural protective forces found there. Of course where inter- 
course has taken place the day before labor, or manipulations have been resorted 
to, it is often impossible to avoid infection. 


PROF. ESSEN-MOLLER in closing, spoke as follows: ‘In response to the 
question as to whether [ have done the posterior incision or only an anterior one, 
I would say that in all my cases I have used the anterior incision only, and T am of 
the impression that the anterior incision is quite sufficient to extract a child at 
term. In that connection I can answer the question asked by Dr. Bailey, by stating 
that I have not found it necessary to resort to craniotomy. The two deaths that 
I remember were not due to the fact that L could not extract the head through 
the incision, but because I had not made the incision large enough in the beginning 
and then rupture occurred, 

**T should like again to lay stress upon the pliability of the cervix. It is remark- 
able in doing vaginal cesarean section for placenta previa that there is the same 
feeling in the cervix as, for instance, in a ease of eclampsia. It is not more pliable. 
At least in my cases there has been no more bleeding from the incision than in 
ordinary eases. The danger lies in the fact that you do not make the incision 
sufficiently large in the beginning and it is then that rupture occurs. 

**Very few of my cases were in primiparae and TI can say without hesitation 
that I am not so anxious to do a vaginal cesarean section in primiparae, 

**T have the impression from this discussion that there is not much inelination 
to do vaginal cesarean section in this country. I can understand that attitude. I 
tell you once again I am very uncertain if it is right, but it may perhaps interest 
you to tell you one thing. In France, where they ean really do vaginal cesarean 
section very neatly, they have not done that operation so far as I ean tell. It is 
only Brindeau, of Paris, who does vaginal cesarean section. Other Frenchmen do 
not want to do it. Brindeau and his school have begun to do that operation in 
cases of placenta previa, and in the last edition of Bar and Brindeau’s textbook, it 
interested me to note that he (Brindeau) expressly says that in some cases he is 
of the opinion that the vaginal cesarean section is the best procedure for special 
cases.’’ 


DR. H. N. VINEBERG asked if the uterus is drawn down after the baby is re- 
moved, in order to suture the incision in the anterior portion of the cervix, because 
while he had not done the vaginal incision through the uterus for placenta previa, 
he had done it for a great many other conditions, particularly in eases of hy- 
dramnios and hydatid mole, and found it is rather difficult to get the upper end of 
the incision down in a good many of ,these cases. In some cases operated on in 
which care was not taken to suture the upper angle of the incision, fistula resulted 
through the vagina. 


PROF. ESSEN-MOLLER said that he always closed the upper angle. An 
assistant makes pressure abdominally on the fundus of the uterus and presses it 
downward. In that way it is easy to get to the upper angle of the incision. 
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MEETING OF JUNE 17, 1927 


Dr. F. Lee Stone (by invitation) read a paper entitled Lipiodol and 
Roentgen Ray as a Diagnostic Aid in Gynecology. (See page 662.) 


DISCUSSION 

DR. PAUL FOX believed lipiodol had a definite place in gynecology, particularly 
in the diagnosis of occlusion of the tubes. The Rubin test will tell, in the majority 
of eases, whether the tubes are open or closed but one could not tell where the 
occlusion was unless there was some means of visualizing it. With the aid of the 
lipiodol one could seleet the operable and nonoperable cases. Also in differentiating 
between an intra- and extrauterine mass it is difficult without the x-ray to know 
whether a certain mass is connected with the uterus or not. 

Regarding patency of the tubes he wished to emphasize the necessity of a 
check-up picture taken several days later as well as at the time of injection. This 
rules out a possible error in cases where the material escapes from the tube slowly. 
He reported a ease in which air patency test repeated on three different oceasions 
showed that the tubes were closed. X-ray picture after lipiodol injection showed 
definite closure at the fimbriated end. No check-up pieture was taken. The patient 
was put on conservative treatment and two months later she became pregnant. 
It is possible that the closure was not absolute. This would have been proven 
by a check-up picture taken several days later. Ile has also found that stereoscopic 
pictures are of value in helping to diagnose the position of the uterus. 


DR. N. SPROAT HEANEY did not think it was a method which should be 
used primarily to ascertain the patency of the tubes because the air pushed 
through the tubes was much less likely to wash any infective material into the 
abdominal eavity than was a fluid. 

In his opinion, lipiodol should be reserved for locating obstructions when 
the air shows that the tubes are occluded, but even then the need is limited 
for experience with the air method teaches much. One ean tell fairly well 
by the amount of air that passes through the uterus whether the obstruc- 
tion is at the uterine end of the tube or at the fimbriated end. Also the patient 
has a pain in the sides if the distal end of the tubes are closed, while if the uterine 
end of the tubes is closed the pain is in the uterus. Because of this he felt that 
fluid should be used in only a very restricted number of cases. He did not con- 
sider it any more infallible than the air method. 

Another point is that in all the papers on lipiodol injections a good deal of 
stress is laid upon the tortuosity of the tubes. This he interpreted as only a sign 
of overdistension of the tube. 


DR. JOSEPH L. BAER said that after Dr. Rubin demonstrated his method 
of insufflation of the tubes in Chieago in 1920, he took it up in dispensary prac- 
tice and later in private work and has used it ever since. At first he surrounded 
himself with every sort of precaution, of course ruling out all pathology in the 
pelvis. Recently he has been a little less careful in doing the blood work and 
in making cervical smears. Recently he opened the abdomen in the case of an ap- 
parently normal patient, free from rise in temperature, the intention being to do 
a Gilliam suspension, but he found both tubes filled with free pus dripping from 
open fimbrie. Among other thoughts he had at the moment, was what might 
have happened had he attempted a patency test on that particular patient. 
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DR. STONE (closing) agreed with Dr. Heaney and the others that the pos- 
sibility of doing some damage must be borne in mind. Most of the cases he had 
worked on were those of patients who gave a history of sterility and a desire 
for correction of that condition, or were preoperative. In checking up the films 
it was always interesting to see the pieture that was taken one minute and one 
three minutes later and noting the change that had taken place. The fimbrie 
will fill up in one instance and not in another, and in the cases that are clearly 
obstructed a picture taken several days later will show free lipiodol in the pelvie 
cavity. In the cases where one tube shows patency and the other obstruction there 
is a possibility that both tubes are patent with a temporary spasm on one side, 
beeause the fluid will naturally pass out where there is the least resistance. He 
had encountered no untoward symptoms in any of his cases that he was aware 
of and had been able to check up on ninety-five per cent of them, but the danger 
of carrying something in must always be kept in mind. 


Dr. Cart P. Baver (by invitation) read a paper entitled A Compara- 
tive Study of the Convalescence of One Hundred and Fifty Selected 
Cases of Vaginal, Supravaginal and Total Abdominal Hysterectomy. 
(See page 680 for original article.) 


DISCUSSION 


DR. N. SPROAT HEANEY considered it was very annoying to have a patient 
after a successful operation for fibroids return complaining of leucorrhea. After 
a few such cases one is tempted to remove the cervix with the uterus so as to have 
the patient relieved of all her complaints. At the May, 1926, meeting of the 
American Gynecological Association, a paper was read on the routine removal 
of the cervix in all eases of hysterectomy, the reader claiming that he was removing 
an active disease which might be a forerunner of cancer in many eases. In 
order to guide his actions Dr. Heaney made a study of his own eases, but when 
he tried to compare all of the supravaginal eases with the abdominal, he found they 
represented different types, and to get them on a comparative basis he made certain 
restrictions solely for the purpose of studying the actual results, making it more 
an anatomical study than a study of pathology. Considering only cases with hemo- 
globin above 70 per cent, leaving out all patients with inflammatory tubes, and 
all the cancer cases, those with elevated blood pressure, with albumin and sugar 
in the urine, only fifty out of the number of complete abdominal hystereetomies 
were left. Then he took fifty others running seriatim, supravaginal and complete 
hysterectomy. There was one death in each series, that was due in the supra- 
vaginal operation to a slip in the ligature, and he felt could be attributed to technie 
rather than to the intricacies of the operation itself. The other case was one of 
postoperative peritonitis where every operative precaution was used, so he felt 
that this mortality was inevitable. : 

Dr. Heaney felt that with skill and attention there was little differenee in the 
long run in the mortality between the supravaginal and the complete abdominal 
hysterectomy. There was an overwhelming difference in the morbidity. No matter 
how great the care in removing the uterus and cervix and bringing it out through 
the abdominal wall, they had stitch abscesses and inflammatory reaction in the ab- 
dominal wall. In 150 eases of supravaginal hysterectomy, only three cervices were 
subsequently removed because of intractable leucorrhea. None of these was ean- 
cerous. Under such circumstances he felt that they were not saving the patient 
a very great risk from cancer, and that this was not compensated for by the increased 
morbidity from removal of the cervix routinely. Now he removed the cervix only 
when it was badly lacerated or infected, providing the anatomie conditions do not 
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make it a serious operation. Sometimes the cervix is very broad and hard to get 
at and in such a case it is better perhaps to remove the cervix later from below 
if necessary rather than to attempt a complete operation under difficulties, 


DR. WILLIAM C. DANFORTH assumed from the tone of the paper and from 
Dr, Heaney’s discussion that it should be emphasized that the routine operation 
should be the supravaginal rather than a total one, and was inclined to agree 
with this. He thought the mortality in both was two per cent, but it must be 
remembered that the figures came from a comparatively small number of eases. 
It must also be remembered that the mortality of the supravaginal cases was 
due to a technical slip, and one must never forget to consider the place where 
the operation was done. The mortality in a given operation is quite different in 
one hospital from that in another, as was definitely disclosed by the late Dr. J. G. 
Clark, who brought out the faet that the mortality rate in the supravaginal 
hysterectomy in a good clinie in expert hands ran a trifle over one per cent, while 
over the country so far as statistics showed it ran about four and one-half or five 
per cent. The difference in the mortality in the complete operation was probably 
infinitely greater, and in the country over probably ran somewhere around eight 
or nine per cent in the hands of the average surgeons. As a routine operation 
he felt that it was probably much safer to emphasize the supravaginal than the 
complete procedure. In the hands of Dr. Heaney and those who are doing a 
great deal of work, the two operations would not have anything like that dif- 
ference in mortality. 

Regarding the risk of cancer in the retained stump, Dr. Danforth believed 
the risk was overestimated. 


DR. BAUER, in closing, said that in this series practically all of the cases 
were fibroids and the tubes and ovaries were normal. The series did not include 
any pathology outside of the uterus and so would not apply to pus tubes or 
anything else. The patients were all in practically the same condition physically, 
and the pathology present when the uteri were taken out by the abdominal route 
was too large to permit of them being removed supravaginally, 
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Collective Review 


A REVIEW OF THE GYNECOLOGIC LITERATURE FOR 1927 
By SypNney'S. Scnocnet, M.D., F.A.C.S., Cricaco, 


HE year 1927 marks but little advance and progress in gynecology. 

While many of the newer theories and newer methods of examina- 
tion eventually will prove of great advantage, yet suggestions for new 
modes of treatment in general appear to be based on mere guesswork, 
Lack of definite information concerning the physiology of menstruation, 
of cell growth, and ovarian function is responsible for many a ridicu- 
lous and confused hypothesis, for reckless enthusiasm as well as igno- 
rant pretension about certain methods of treatment. A great many 
bogies, which still haunt our specialty, deserve to be shooed forth into 
the limbo where other similar bugbears now lie forgotten. 

Pelvie x-ray photography appears to be the outstanding topic of 
the gynecologic literature of 1927. 

While the recent advances in biochemistry and allied subjeets have 
established numerous facts in the promotion of science, yet there is in 
the present day undue vaunting of these contributions in the field of 
gynecology. Too often the gynecologist expects the test tube with 
the precipitating red blood cells, or x-ray picture of the lumen of the 
fallopian tube to give the diagnosis or desired clue to the degree of 
sepsis or the causes of sterility. These new fads and fashions in re- 
search,’ especially in gynecology, are not infrequently permitted to 
obseure the merits of that which has preceeded it. Mendel’ of Yale 
University has uttered a frank warning against these dangers in 
chemistry and physics. 

At no time in the past has the specialty of gynecology been more 
flooded and more threatened with new procedures, new laboratory 
tests, and new technics of operations as it is today. While we are not 
blind to the virtues of the new innovations, including pelvie photog- 
raphy and motion pictures of thé pelvic organs, yet there appears to 
be current a great deal of misconception regarding the true pathology 
of pelvie lesions. But while this is true in many instances, it does 
not mean that we cannot point to many valuable and epochal eontri- 
butions in the field of gynecology. 

GENERAL PROBLEMS 

It would seem natural that by now a definite evaluation has been 
established of the sedimentation test which is very simple and easy 
to carry out in gynecologic work. Yet there appears to exist a con- 
siderable difference of opinion as to its true value.  Williams* con- 
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cludes that the study of the leucocytes and temperature curve remains 
the more stable and reliable index for diagnosis and prognosis. Beni- 
schek and Douglast have studied the sedimentation test in 250 con- 
secutive gynecologic cases, and believe that it gives valuable informa- 
tion for establishing a diagnosis and prognosis when considered in 
relation to the entire clinieal picture, but it does not indicate the 
patient’s resistance to infection and is not of demonstrated prognostie 
value. Black,’ on the other hand, has utilized this test in 100 eases 
of a series of 550 pelvie infections, and finds it a very valuable ad- 
junet in determining the proper time for operation, and a good prog- 
nostic aid in gynecologic conditions. 

Meaker® is of the opinion that the study of gynecology ean be 
materially enhanced, if case-teaching exercises were included in the 
regular, prescribed courses. Bloodgood’ strongly urges the study of 
tissues in the operating room for a correct diagnosis and for deter- 
mining the method of treatment. As Iluxley states, ‘‘Seience is noth- 
ing but trained organized common sense.’’ It is evident the more 
exact methods we employ in teaching the specialty of gynecology the 
fewer erroneous interpretations and faulty hypotheses we will 
formulate. 

Curtis> gives a very clear and concise exposition of the indieations 
for surgical intervention in pelvie lesions of infeetious origin. Only 
mere references can be made to his deductions based on a correlated 
laboratory and clinical study of pelvie infections pursued continu- 
ously, for several years. Conservatism, drainage, and the great 
dangers of introduction of infection from without are the chief points 
to be observed. These faets are in harmony with modern coneeptions 
of pathology and immunity. Wilkie’ in a study of acute infections of 
the lower abdomen warns against the dangers of the present tendency 
to standardize the treatment of abdominal lesions. Each ease must 
be considered as a problem in itself, to be dealt with under the die- 
tates of sound surgical principles. Maes" considers every acute ab- 
dominal condition as a potential catastrophe and feels that scientifie 
methods of handling these conditions are yet to be generally applied 
in view of the still universally high death rate. 

Polak and Kirk" review the problem of blood transfusion and eon- 
sider it the most valuable eurative and prophylactic measure in our 
armamentarium. It should be more widely employed to combat mor- 
bidity and mortality in evnecologie cases. 

It may be said that the claims for protein therapy rest upon empirie 
rather than scientific grounds. Many views as to its mechanism have 
been suggested, namely, activation of the blood plasma, stimulation 
of cells, and increased permeability of the capillaries. If it could be 
conclusively shown that protein therapy actually stimulates eellular 
activity (mesenchymal), then it would rationally be the procedure of 
choice in gynecology. Unfortunately it has somehow become a notion 
among many gynecologists that a certain amount of protein therapy 
is necessary to induce the pelvie organs to undergo resolution of in- 
flammatory products. Averett! considers protein therapy as a most 
Valuable means to aid the organism in resolution of products of acute 
and subacute processes. 

The report of a new and practical! abdominoseope by Sweek'® is 
one among some other innovations in diagnosis. There certainly 
exists a definite tendeney to invent new instruments. 


724 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


ANESTHETICS 


In aged or debilitated patients a general anesthetic is often contra- 
indicated, either due to lesions in the kidneys, heart, and blood ves- 
sels, or to disturbances of a metabolic character. For this group of 
cases, Murphy" suggests spinal anesthesia, as it involves less danger 
to the patient and is an ideal method. If careful preliminary, pre- 
operative preparations are made, it offers a rapid, effeetive method of 
election, especially in elderly women. MeMullen’ reports a series of 
392 spinal anesthesias and coneludes that this procedure does not 
fulfill all of our ideal requirements. It failed to produce anesthesia 
in 2.5 per cent of the cases, and it is often associated with nausea, 
vomiting, and at times, alarming vasomotor symptoms with respira- 
tory collapse. 

Lundy’® in an editorial on the present-day requirements in anes- 
thesia maintains that we do not possess an ideal routine anesthetic 
agent due to the environments and the many diseases complicating 
modern life of man. Gellhorn™ believes that local anesthesia fulfills 
the desideratum in gynecology to a very great extent and is past 
diseussion. Local anesthesia is a forward step in the domain of 
gynecology and is not due to an impulse for new methods or mere 
desire for innovations. 

Strauss and Rubin’ report a definite decrease in the coagulation 
time during and shortly following the administration of ethylene gas. 
De Takatas™ gives a very extensive review of splanchnic block and 
believes that ample clinical evidence in well selected cases, clearly 
demonstrates its advantages over general anesthesia. Hatcher*® offers 
an exhaustive review of rectal administration of ether and oil and 
concludes that, while this method has certain well-defined advantages, 
yet the depth of anesthesia is not under such perfect control as with 
inhalation, and this disadvantage alone is so great that it must often 
outweigh all the advantages. Lack of perfect control of narcosis 
sometimes means death to the patient. 


EXTERNAL GENITALIA 


Since the publication of Symmers on granuloma inguinale many 
cases have been reported in the United States. Schoehet in 1921 eol- 
lected 65 cases of granuloma in the States and reported a case origi- 
nating in Chicago. Norris and Vogt report the cure of granuloma 
inguinale with radium therapy. This method of treatment is at 
variance with the results of other workers. 

Montgomery and Culver® call our attention to the comparative 
frequency of lichen planus of the semimucous membrane of the puden- 
dal region. This condition is often confused with syphilis of this 
region. 

Gordon*' reports a case of sarcoma of the vagina. This is a very 
rare growth of the rectovaginal septum exelusive of sarcoma botryoid. 
The benign fibromyoma is also only infrequently encountered. Less 
than 200 cases have been recorded in the literature, as cited by 
Ingraham.** 

Complete inversion of the vagina following panhysterectomy or 
associated with procidentia often tests the skill of the most experi- 
enced gynecologist. Not infrequently hernia of the vagina is con- 
fused with prolapse. Failure to differentiate between these two con- 
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ditions accounts for poor operative results. In a hernia of the vagina 
there exists an extension of the peritoneum between the rectum and 
vagina which must be obliterated before a cure can be obtained. 
Miller** reports the cure of a ease of prolapse of the vagina following 
panhysterectomy with a modified Rawls or Bissel operation for 
cystocele. He attaches the upper end of the vagina to the peritoneum 
and fascia about an inch below the promontory of the sacrum. 

It is a well-known fact and the sad experience of many gynecolo- 
gists, that operations for vesicovaginal fistulas frequently are not suc- 
cessful. This is the true reason for the existing multiplicity of operative 
procedures. For that group of eases in which the fistula lies in close 
proximity to the ureters, Hugh Young*’ now suggests that the suture 
of the fistula be carried out from within the bladder through a supra- 
pubie incision. In the ease cited, the patient previously had been sub- 
jected to eleven futile operative attempts to close the fistula. Roeder?® 
advocates the use of thick vaginal flaps sutured through the supra- 
pubie route, and reports two successful closures. 

The formation of an artificial vagina with various teechnies and 
modifications have not given the desired results in most eases. The 
classic Baldwin operation appears to be the one most frequently 
performed, although the Schubert operation has gained much favor 
on account of its lower immediate mortality. Schubert?’ reports 20 
operations done by himself and reviews 75 additional reported cases 
with a total mortality of 1.5 per cent, as compared with the 12 to 20 
per cent for the Baldwin operation. Judin** cites 106 instances of 
the Baldwin operation with a mortality of 14.1 per cent. Baldwin” 
reports that such statements are at variance with the results of Amer- 
ican gynecologists and his own results, showing a mortality of only 
5 per cent. Baldwin is of the opinion that the difference in mortality 
statisties is due to departure from the original technie. 


UTERUS 


There are six well-defined variations in malformations of the uterus 
in which all anomalies of that organ can be elassified; yet we are 
still in the dark regarding their actual genesis. Double uterus is ae- 
cepted as due to failure of fusion of the genital duets, but there is no 
convincing evidence why the miillerian tissue does not unite in a 
given ease. The more common theories advanced for this condition 
are: disturbances of the intestinal tract, the reetovesical ligament, and 
particularly abnormal separation of round ligaments. 

Malformations of other parts of the genital tract are usually asso- 
ciated with anomalies of the uterus. Moench* reports a uterus duplex 
bicollis with superfetation. Dannreuther*! points out that contrary to 
the legendary textbook teachings, sterility is not commonly associated 
with malformations of the uterus. This author noted 13 patients with 
such defects of whom 11 were married; five of them had never been 
pregnant, but the other six produced 16 children and 11 misearriages. 
Levison and Wolfson** report a ease of uterus didelphys. This is a 
comparatively rare condition. 

Intramural abscess of the uterus is not mentioned in most text- 
books of gynecology and obstetrics, but there is no doubt that this 
condition o¢curs with much greater frequency than the reported cases 
in the literature would suggest. Feiner*t reports in detail the gross 
findings of this condition with a careful summary of the subject. 
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Riviere®’ extensively discusses the value of physical therapy for 
uterine affections. While there is no doubt that there are indications 
for their use, too much emphasis has been given to their efficieney and 
importance. The many classifications of the eleetrie currents (of 
which we possess very little accurate knowledge) and their uses in 
eynecology should arouse the suspicions of every well-trained gyne- 
ecologist. 

Rosenzweig? reports a ease of syneytial endometritis with a dis- 
cussion of its treatment. These cases are often classified as ‘‘atypieal 
chorioepithelioma’’ of Marchand, but Ewing has clearly shown these 
growths to be nonmalignant. 

Bland* reports a ease of hydatidiform mole which appeared at 
first as a benign growth and later assumed malignant characteristies. 
. Ife emphasizes the lesson taught in this ease and concludes that it is 
ie -. better to resort to radical measures in all suspected chorioepithelio- 
oe 8: mata rather than to depend upon incomplete explorations. 

Graves and Smith’ record an unusually rare condition, namely, 
cirsoid aneurysm of the uterine artery. The authors believe that only 
one other similar case has been reported in the literature. . 

Lecéne and d’Allaines*’ deseribe in detail an operation for the 
removal of the fundus with conservation of the ovaries and part of 
the uterus for the purpose of menstruation. Buettner’ outlines a 
similar operation, to him eredit for this method of conservation of 
ie ovarian and uterine function justly belongs. 

Wiemann analyzes the results of the Adam’s operation for retro- 
version in 1005 cases with a failure in 2.3 per cent. Hurd* outlines 
the operative results obtained in this condition in The Womans’ Hos- 
pital of New York. Anatomie cures were obtained in 96 per cent, 
with 4 per cent failures, grouped under sterility. Schauffler’ dis- 
cusses the many causes of prolapse of the uterus with an analysis of 
the advantages of the various proposed operations. Douglas*® eon- 
siders an acquired retroversion or retroflexion as pathologic, contrary 
to the opinion of many gynecologists that these malpositions produce 
oa no symptoms. In certain types of prolapse of the uterus, Mayo* 
. strongly favors the Kocher fixation operation. Uterine prolapse as- 
sociated with spina bifida is discussed by Noyes.’’ Fraenkel*® in his 
operation for genital prolapse emphasizes suspending the vagina as 

more important than the fixation of the uterus. 
References to the many other papers on malpositions, and endo- 
cervicitis of the uterus have been omitted as adding very little to our 

present knowledge. 


MENSTRUAL DISORDERS 


; The general accepted theory of the human reproductive evele, which 
ae is based on the work of Fraenkel, [litehmann, Adler, and a number 

-. of clinical workers led by R. Meyer and Schroeder, is as follows: 
. a Ovulation occurs regularly at about the middle of the interval be- 
a tween two menstrual hemorrhages. It is followed by the development 
of a corpus luteum which causes changes in the endometrium (pre- 
menstrual changes). If a fertilized ovum does not become embedded, 
the corpus luteum retrogresses and the premenstrual uterine mucosa 
breaks down and is discharged. 
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Experiments and observations on monkeys (Macacus) extending 
over a six year period, made by Corner,’ have failed to confirm this 
theory. In a study of eleven monkeys, five of them were found to 
comply perfectly with the current theory of the human eyele quoted 
above. The other six monkeys showed no recent or impending ovula- 
tion preceding menstruation. It appears that menstruation in the 
monkey may occur without ovulation. If it could be conelusively 
shown that no.pathologie lesions existed in the pelvie organs of these 
six animals, and additional evidenee be added, it is evident that our 
present-day notion concerning menstruation will have to be eom- 
pletely modified. However, Robt. Meyer* considers the uteri of these 
animals to be pathologic. In a recent paper*’ he aseribes the degen- 
eration of the central portion of the corpus luteum to a cessation of 
activity of an unimpregnated ovum. 

It should be borne in mind that these observations of Corner are 
in partial agreement with the observations and conclusions of Heape 
recorded more than thirty vears ago. Recently Allen®® and Hartman*! 
have published similar findings. But as everybody knows the final 
chapter on menstruation has not been written, and we are, in fact, 
still fairly ignorant of the reasons or purposes of this funetion. Sell- 
heim® maintains that the evelie changes in woman’s organism repre- 
sent the regular and complete type of evolution and, in a sense, a 
continuation of the working of the basie biogenetie law. This view 
has given rise to Aschner’s theory’ that deleterious alterations oeeur 
in the blood as a consequence of hysterectomy or of anrenorrhea from 
other causes. Kohler®? with other leading gynecologists, however, 
asserts that this theory is not proved and is at varianee with actual 
facts. Whitehouse’! has repeated Halban’s experiments and main- 
tains that the corpus luteum and graafian follicle contain an active 
principle which prevents necrosis of the endometrium. Allen, Com- 
pere and Austin’ have been able to control idiopathie menstrual 
bleeding with parathyroid extract. Even though we grant the aetion 
of the other ductless glands on the menstrual evele, this assumption 
does not offer the slightest clue to the causes of menstruation or ex- 
plain its definite relation to the other duetless glands. 

Bohnen”® has confirmed Schréder’s conception that there is a shed- 
ding of the spongy and compact layers of the mucosa during men- 
struation. O’Leary and Culbertson’ have shown that the mucosa is 
regenerated by an upward growth of the basal glands. Klaus®* be- 
lieves that split produets of choline play an important réle in pre- 
venting menstrual blood from clotting. 

Clow®’ encourages exercises and the routine daily activity among 
adolescent girls, and finds that less than 10 per cent have menstrual 
troubles under this régime. Paton®® doubts if this practice is one of 
wisdom during the menstruation even though a certain percentage of 
girls appear to be improved by exercise. 

Meigs" is of the opinion that myxedema and other thyroid disturb- 
ances are etiologic factors in excessive benign uterine bleeding. 
Gardner, Hill and Smith believe that menorrhagia is a constant 
symptom of myxedema. Rongy®™ strongly advocates the treatment of 
menstrual disorders with roentgen rays.** Neill® employs radium in 
cases of uncontrollable adolescent bleeding. Friedlaender,® in a very 
excellent discussion of functional diseases of the female organs, em- 
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phasizes that many of the menstrual disorders are the result of our 
present social laws. Under the existing order of our social life, 
women are prevented from permitting their sexual organs to funetion 
in accordance with their structural purpose. 


MYOMA 


It has been estimated that myomas are responsible for from 4 to 
10 per cent of all gynecologic anomalies, but the aetual figure prob- 
ably is much higher because not all myomata cause symptoms and, 
therefore, may be overlooked. These tumors consist of smooth musele 
and fibrous tissue but the relative amount of each tissue is subjeet to 
great variations. It should be remembered, however, that no matter 
how great the quantity of either one is, musele actually represents the 
primary constituent of the growth. Several theories as to the origin 
of myoma have been advanced, but none is as vet firmly established. 
While it seems probable that these tumors in general arise from ab- 
normal portions of the myometrium, vet there is much evidence to 
show that they originate from the museulature of the blood vessels. 
Constitution and heredity are undoubtedly important etiologie factors. 
Another factor, often overlooked, is that perverted ovarian funetion 
might cause a disturbanee of uterine function aside from that ex- 
pressed in a menstrual disorder. ‘Too often fibroids are looked upon 
solely as a local disease of the uterus rather than a definite insuffi- 
ciency of the body together with a predisposition to alteration localized 
in the uterus. Kehrer has rightly pointed out that abnormal sexual 
intercourse such as coitus interruptus probably is a frequent exciting 
cause of myoma. Ienkel® believes that the increase of menstrual 
flow may be accounted for by the inereased surface of the uterine 
cavity. 

Burnam® deseribes the ‘‘bleeding ease’? as one in which the ab- 
normal uterine bleeding cannot be ascribed to a demonstrable gross 
pathologie lesion. This bleeding is probably most often dependent 
upon ovarian or pluriglandular dysfunetion or blood dyserasias. 
Burnham estimates that 80 per cent of small fibroids and 50 per cent 
of the large myomata disappear under proper treatment. Werner? 
has observed that animals subjected to radiation were more likely to 
abort and that there were more deformities in the offspring in the 
second generation, which should make us apprehensive of a possibility 
of similar effeets in the human species. Paroli** has utilized the x-ray 
to determine the topography of tumors in relation to the uterers. 
The ineidence of carcinoma of the uterus associated with fibroids has 
been variously estimated from 2 to 5 per cent. This fact should not 
be neglected in the choice of operations for fibroids. Although many 
operators prefer total hysterectomy for fibroids on account of the 
danger of a carcinoma developing in the cervieal stump, Kahn™ 
logically points out that the higher immediate mortality of the radieal 
operation will often offset the advantages of possible prevention of a 
subsequent cancer. Toth™ reports unusually good results in 447 ab- 
dominal operations for fibroids with a mortality of 0.84 per cent. 
Masson‘ believes that total hysterectomy should be performed by the 
experienced surgeon in all cases where removal of the uterus is indi- 
eated. Rigano-Irrera®® reports three cases of sarcoma developing in 
myomata of the body of the uterus. 
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ADENOMATOSIS 


Sinee the epoech-making work of Sampson on perforating hemor- 
rhagie cysts of the ovary and their relation to pelvic endometrioma, 
wreat interest in the origin of these adenomas is evidenced from many 
quarters. In a more recent publication on endometrioma, Sampson™ 
has suggested the implantation of endometrial tissue by menstrual 
blood, either escaping from endometrial foci in the ovary, or passing 
from the uterus through the fallopian tubes. This latter source of 
dissemination will require further proof in spite of the faet that en- 
dometrial particles have been found free in the lumen of the tubes. 
Novak®> in a study of ovarian metastasis from a primary carcinoma 
of the uterine body has often observed free eancer masses in the 
lumen of the tube, but interprets this finding as a downward move- 
ment toward the uterus rather than upward toward the peritoneum. 
With more eareful study of lymphaties the so-called ‘‘implantation’’ 
and ‘‘eontact infeetion’’? by newgrowths is viewed with inereasing 
skepticism by many pathologists. Ilowever, one should not gain the 
impression that contact implantation does not, or cannot, oceur in 
malignaney, but might econelude that this mechanism of metastasis is 
less frequent than heretofore considered. It should be borne in mind 
that Sampson*’ coneedes that his implantation theory does not in all 
instanees explain the presence of ectopic endometrium-like tissue in 
the pelvis, but that menstruation is one of the means of dissemination 
of endometrial tissue. Other workers place more emphasis on the 
differentiation of ecelomie epithelium in accounting for endometrial 
tissue in the ovary and peritoneum. 

Some authorities have questioned the viability of east off uterine 
endometrium and its ability to continued growth. Cron and Gey*® 
find that the menstruating endometrium is not only viable but can 
be cultivated in tissue cultures. Cultures of these transplants were 
carried on for over a month, although it should be noted that no in- 
crease in the mass of the tissue occurred with this method of cultivation. 

One of the most striking facts in the wide distribution of these endo- 
metrial growths is the lack of any authentie cases observed in the 
male. If the origin were due to differentiation of celomie epithelium, 
it seems that occasional cases should be encountered in the male just 
as chorioepithelioma is found in the male testis. Sehmitz’! reports 
ectopic endometrium in the ovary and inguinal canal and suggests its 
origin as possibly due to a metaplasia of the capillaries. This theory, 
while interesting, will require additional proof before it ean be ae- 
cepted. Pure morphology of cells is so misleading that much eare 
should be exercised in interpretations based merely on the appearance 
of eells. 

Heany*? emphasizes the importanee of pain in old abdominal sears 
Which should arouse suspicion of endometrioma. This is clearly dem- 
onstrated in one of his eases. Sehwartz*’ reports similar findings. 
Schochet** found an endometrioma in the appendix, and Kéhler** 
in the umbilicus. These represent comparatively rare findings, since 
only nine other cases have been reported of endometrioma in the ap- 
pendix and thirty-two instances of this growth in the umbilicus. 

Graves*® favors hysterectomy and removal of the ovaries in the 
treatment of obstructing rectovaginal endometriosis. Heineberg, on 
the other hand, has employed x-rays and radium in extensive endo- 
metrioma of the rectovaginal septum with satisfactory results. 
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STERILITY 

We are not as vet sufficiently familiar with all of the complex fea- 
tures of sterility to anticipate that a study of certain anatomie strue- 
tures alone will reveal the actual cause of this condition. This, how- 
ever, by no means implies that tubal insufflation, other patency tests 
or uterine lipiodol injections are without their value to the gyneeol- 
ogist. The patency test serves two useful purposes: first, it definitely 
indicates existing occlusions of the tube; second, it will exhibit the 
presence or absence of rhythmie contractions and peristaltic move- 
ments of the tube with the newly devised method of Rubin.** 

However, there are many other possible causes of sterility that ean- 
not be studied with this test. In this connection newer investigations 
on the possible relation of diet and of the recently discovered vitamin 
E on fertilitySs may prove of great importance in the sterility prob- 
lem. In addition, the physiologic potency of spermatozoa, proper 
ovulation, effective placentation and the lytie action of semen on the 
mucous cervical plug must be considered. According to Kurzrok and 
Miller,*’ semen exerts a highly specifie lytic action on mucin of the 
cervix under normal conditions. 

It is most desirable that all these factors should be valued higher 
than the mere taking of x-ray pictures of the tubes. It must be 
regretted that a great number of good gynecologists seemingly have 
fallen into the mistake of regarding pelvie photography the most im- 
portant feature in the clinical study of a sterile patient. 

Polak®® offers a very clear discussion of the problems of sterility 
and fertility in the human females. He concludes that there remain 
many unsolved questions and that most of our cures are merely acei- 
dental or incidental. Chatillon’! is still inclined to believe that in 
sterility abnormal cervical conditions such as stenosis, anteflexion, 
inflammation, and secretory obstruction play the most important role. 
Donay® in a study of sterile women found in 24 per cent the fallo- 
pian tubes to be oceluded. Jarcho"® considers intrauterine injection 
of iodized oil as entirely safe and innocuous. Similar assertions of 
the harmlessness of lipiodol have been made by Seeard and Forester, 
Randall,°”’ and many other workers. But Hasselhorst®’? has seen seri- 
ous results in two cases of lipiodol injection. 

Moench*® concludes that the compatibility test devised by Huhner 
is misleading and has done more harm than good because it has pre- 
vented proper inquiry in the right direction. 

Grosser®> from a study of artificial insemination deduces that ovula- 
tion takes place between the seventh and eighth day in those eases in 
which the sexual act can take place, but between the fourteenth and 
sixteenth day in instances where coitus has not been performed. 

Unfortunately it is impossible to discuss at this time with any degree 
of certainty the exact réle played by the ductless glands in sterility. 
There is, however, an abundance of clinical evidence to indicate the 
important influence of certain ductless glands on the function of the 
pelvie organs. Robert Frank” gives a very interesting outline of a 
group of cases in which sterility is due to endocrine disturbances. 

EXTRAUTERINE PREGNANCY 

Dannreuther’’” terms extrauterine pregnaney ‘‘the enigma,’’ and 
lays special stress on the many etiologic factors that produce this con- 
dition. Gonorrhea, pelvie peritonitis and puerperal sepsis are the 
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chief causes in the order given. Most tubal pregnancies are ampullar 
or isthmie. The cardinal symptoms of ectopic gestation are delayed 
menstruation, attacks of pain with sudden onset in one of the lower 
abdominal quadrants, bloody vaginal discharge, a unilateral tender 
mass near the uterus, and collapse of the patient. Cullen’s sign of 
discoloration of the umbilicus is only occasionally eneountered. The 
leucocyte count rises in direct proportion to the amount of intra- 
peritoneal bleeding, it is a very valuable guide in the prognosis and 
is the best index for surgical interference. It should be borne in mind 
that, while this is a surgical condition, there undoubtedly are cases of 
extrauterine pregnaney in which the tubes rupture and the hematoma 
is absorbed without operative interference. 

Horowitz and Kuttner’™! were not able to demonstrate an increase 
of bilirubin in the peripheral blood in cases of ectopic pregnaney as 
compared with other gynecologic patients. These observations are 
of significance in view of repeated assertions in medical literature. 
concerning the value of blood examination in the diagnosis of intra- 
peritoneal hemorrhages. Macias’? has noted amenorrhea in only 20 
per cent of patients with ectopic pregnancy. 

Many etiologie causes are ascribed to extrauterine pregnaney, but 
with careful analysis of the cases, infection appears to be the most 
common. Pritzi'** has found plasma cells in every one of 100 eases 
of tubal pregnaney, and in Kermauner’s clinie the number of tubal 
gestations has more than doubled sinee the war. Such findings speak 
strongly in favor of an inflammatory origin rather than for a econgen- 
ital cause. 

There exists some divergence of opinions as to the relative fre- 
queney of ovarian pregnancies. Vineberg in a careful seareh of the 
recent literature accepts 56 authentie cases up to September, 1926. 
This is at varianee with Dorsch’s statistical study of 92 eases in 1924. 
Stein and Leventhal’ record a ease in a para iii, aged twenty-nine, 
with symptoms simulating acute appendicitis. Micholitsch?” reports 
a full-term ovarian pregnaney. Schumann, in 1901, and Veit, in 1903, 
have carefully reviewed the question of the primary abdominal preg- 
naney and coneluded that exact proof of its actual occurrence has 
not been furnished. Maxwell’ et al record a ease of supposedly pri- 
mary abdominal pregnaney. Daly?®® and Silverstone’ report cases 
of intraabdominal pregnaney with the placenta attached within the 
uterus and in culdesae. It is likely that a careful study of a seemingly 
primary abdominal pregnaney will demonstrate that it represents 
only a condition secondary to a ruptured tubal, ovarian or uterine 
pregnancy. 


MALIGNANCY 


There is no more interesting and more important chapter in the 
entire realm of medicine than the elusive cancer problem. In spite 
of the vast amount of experimental research that has been devoted 
to the study of newgrowths, we have not been able to break through 
the walls of this prison. The etiology of cancer continues to remain a 
hidden seeret. 

The mechanism of cell differentiation and cell multiplication ap- 
pears to hold the key to these prison walls. Whether this stimulus 
to cell multiplication’? (hyperplasia) in acute infections, tumor for- 
mation, and normal cell growth is similar, has not as yet been demon- 
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strated. Studies along these lines of investigation will require more 
intimate knowledge of the details of internal cell strueture and fune- 
tion, and of normal cellular activity than routine morphologie histol- 
ogy so far has revealed. 

Studies in biochemistry and especially of physical chemistry on 
cvtobiology (the biology of the cell) are destined to play the future 
important role in explaining malignaney. Minot?! and his associates 
have found a stable substance in the liver extract which has the 
power of stimulating the multiplication of cells manufactured by the 
bone marrow. It is evident that contributions of this type serve to 
enlarge the field for further investigations and knowledge of cell life. 

It is not possible within the space allotted to a review of this type 
to properly evaluate the many constructive papers on the caneer 
problem, or even to cite the references of these contributions pub- 
lished during the past year. I wish, however, to eall attention to the 
proceedings of the International Symposium on Caneer''? held under 
the auspices of the American Society for the Control of Caneer. 


OVARY 


Fraenkel’? gives a very interesting picture of the funetion of the 
corpus luteum and its relation to the other endoerine glands. <All the 
processes that lead to the insertion of the impregnated ovum and the 
evelie hyperemia of the uterus are considered as dependent upon the 
corpus luteum. Graves’ presents a very clear and concise exposition 
of ovarian therapy and discusses the many causes of its failure. He 
emphasizes the importanee of employing only fresh gland prepara- 
tions and especially of the whole ovary or ovarian residue. These 
substances have been found to be more efficacious than those of the 
corpus luteum alone, since they contain the more highly potent hor- 
mone from the follicular apparatus and are free from toxie and inhib- 
itory elements that contaminate the corpus luteum. 

Shaw?" discusses the mechanism of ovulation in the human under 
normal and abnormal conditions. The views expressed are very sim- 
ilar to the experimental data obtained by Clark on the preformed 
stigmata. Schochet in 1915 presented a different view on the mech- 
anism of ovulation. This author claimed that the rupture of the fol- 
licle was due to an enzyme in the follicular fluid. 

Failures with ovarian therapy have been variously interpreted as 
due to impure and nonpotent hormones. Many investigators believe 
that the lipoid free hormones are little more than useless in therapy. 
Dickens, Dodds and Brinkworth'’’ claim to have obtained a very po- 
tent aqueous hormone from the placenta. The presence of ovarian 
hormone substances has been definitely established by Frank et al 
and has been confirmed by many workers in this field of research. 
Smith''® notes concentration of the hormone produet in the blood of 
pregnant women. Mirvish and Bosman! have observed that the ad- 
ministration of follicular hormone causes a constant fall (about 35 
per cent) in the caleium content of the blood. It is suggested that 
this test be employed as a means of standardizing follicular hormone. 

Ileyn''> failed to note any change in the basal metabolism due to 
the menstrual evele, and coneluded that the alterations noted were 
actually caused by thyroid disturbances. Robinson!’ diseusses the 
effect of radiation on the ovary and deplores the fallacies that have 
crept into literature concerning its deleterious effect on the offspring. 
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rightly emphasizes the importance of conservation of 
ovarian function as the keynote for treating ovarian lesions. 

Brigham'*' describes the comparatively rare ovarian lesion of com- 
plete ealcification. Papin'** found ealeareous concretions in an ovary 
causing sy rmptoms which closely resembled ureterie caleuli. 

Fraser?*’ presents a very interesting paper on the relation of the 
ovary to osteomalacia, but withholds final conelusions as to the exact 
role played by the ovary in the causation of this disease. 

Many rare tumors of the ovary have been recorded in the literature 
of the past year. Wolf!** reports a luteoma, and a multiple ovarian 
fibroma.'*? Keene, Pancoast and Pendergass'*® analyze the problem 
of carcinoma of the ovary, and Jarcho'** discusses the practical prob- 
lems of Krukenberg tumors. 
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Selected Abstracts 


Gynecologic Operations 


Constantini, Henri: Upon a Point of Operative Technic in the Baldwin Opera- 

tion. Présse Médicale, 1924, Oct. 4, p. 798. 

The author notes that in 90 cases of this operation collected by Riviére there 
were 15 deaths, a mortality of 17 per cent. Following an operation in which he 
assisted his chief, A. Sehwartz, the excluded coil became gangrenous, but the 
patient recovered. Riviére found that in the 15 fatalities collected by him peritonitis 
was responsible for 12 deaths, and in 9 of these the peritonitis was due to in- 
testinal gangrene. This possibility is a serious argument against the operation, 
but Constantini feels that we are not justified in refusing the operation to a woman 
who demands relief for this condition of absent vagina. 

Feeling that this gangrene could only be due to defective vaseularization eonse- 
quent upon section of the mesentery (which Riviére proved by dissection of 18 
cadavers to be useless for the purpose of, further mobilizing the coil), the author 
devised the following technique: The most dependent coil is chosen and its summit 
(25 to 40 em. from the cecum) is pierced by a stay suture. A segment about 25 
em. long is to be isolated; at each end of this segment Kocher clamps are placed, 
taking care that the teeth of the clamps reach only to the mesenteric insertion. 
The intestine is sectioned and the four ends are turned in by purse-string sutures. 
A lateral anastomosis is then performed, leaving the mesentery of the excluded 
coil absolutely intact and rolled up behind the sutured intestine. The results as 
far as intestinal function is concerned are as good as after an _ end-to-end 
anastomosis, if the stoma is sufficiently large. Two patients have so far been 
operated upon by this method; one by Rosenthal and one by the author, with a 
satisfactory outcome in each instance, E. L. Kine. 
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Schubert, G.: Construction of a Vagina by my Method Followed by Conception 
and Labor. Medizinische Klinik, 1927, xxiii, 1554. 


Schubert believes his operation of constructing a vagina is indieated regardless 


of whether a normal uterus is absent or present. In the former cases, the absence 
of a vagina is a congenital anomaly whereas in the latter cases it is an acquired 
phenomenon due to diseases such as diphtheria, searlet fever, ete., or to trauma 
such as may occur during labor or operation. Among twenty-one women with 
congenital absence of the vagina operated upon by Sehubert one had a funetionating 
uterus. The Baldwin-Mori-Haberlin operation for constructing a vagina has a 
mortality of 17 per cent according to the most recent statistical study. The 
Schubert operation which utilizes the large instead of the small bowel has a 
mortality of only 3.2 per cent in a series of ninety-five cases reported in literature. 

Wagner reported a case in which after a Schubert operation the patient had 
three deliveries, the first of which was by means of forceps and the other two 
spontaneous, Schubert insists that there are ethical reasons for performing the 
operation of constructing a vagina and cites a few instances where women com- 
mitted suicide because they thought their condition was hopeless. Absence of the 
vagina does not necessarily mean that libido is absent. 


J. P. GREENHILL. 


Ott, D.: Disinfection of the Vagina is Indispensable in all Gynecological as 
well as Obstetrical Cases. Monatsschrift fiir Geburtshilfe und Gyniikologie, 
1925, Ixx, 257. 


Ott believes that the vagina can be sterilized much more readily than the skin 
because the latter has sweat and sebaceous glands which make disinfection im- 
possible. In 450 cases of carcinoma of the uterus operated upon vaginally the 
author’s mortality was 1.8 per cent as compared with 8.9 per cent of Schauta 
and a still higher mortality of Wertheim. ‘This result the author attributes to 
preoperative disinfection of the vagina. The proeedure employed is as follows: 
After shaving, the external genitalia are serubbed with brushes. The vagina is 
energetically rubbed with soap on the fingers and then irrigated with a 1-2000 
solution of bichloride of mercury to remove the mucus and soap. Finally the 
vagina and cervical canal are painted With iodin which produces a sterility of 100 
per cent. In a series of 2000 abdominal and vaginal operations for fibroids where 
this technie was used there was not a single death. Since instituting the above 
procedure in his obstetrie practice the author has not had a single ease of sepsis. 
In the last four years among 1513 cases of abortion there was not a single death 
and not a single case of sepsis. The author insists that the vagina should be dis- 
infected in this manner during every labor and before every gynecologie operation. 

J. P. GREENHILL. 


Radoulovitch, Geo. M.: The End-Results of Conical Excision of the Uterine 
Cervix in Endocervicitis. Presse Médicale, Aug. 16, 1924, p. 684. 


The author recommends, in treating endocervicitis, the use of the Filhos cautery 
which gives excellent results in the majority of cases. Three or four treatments at 
ten day intervals usually suffice. This method might be followed by cicatricial 
stenosis, which should be avoided if a careful technic is employed. In ease this 
treatment fails, conical excision of the endocervix by the Sturmdorf method is recom- 
mended as preferable to the Schroeder operation formerly the favorite in France. 

The technie is described and the excellent results, subjective and objec‘ive, 
noted in three eases examined three years after operation, are stressed. The author 


prefers this operation for the following reasons: (1) primary union is the rule; 


= 
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(2) the endocervical mucosa is removed in toto; (3) perfect hemostasis and free- 
dom from postoperative hemorrhage are assured; (4) the cireular fibers of the 
cervix are preserved, hence in ease pregnancy supervenes dilatation should proceed 
normally during labor. So far no pregnancy has followed the operation, as all the 
patients were past forty. The author is considering the advisability of employing 
the operation in treating this condition in younger women, 


EK. LL. Kina. 


Mayer: Remarks on the Remote Disturbance of Fundal Hysterectomy. Bruxelles 
Médical 1927, vii, 434. 


The observations made by Mayer are based on a follow-up of twenty cases in 
which fundal hysterectomy had been done, In about one-third of these cases 
the menstrual period remained normal and regular. Twice following this procedure 
there was sufficient menorrhagia to necessitate radiation. In many eases the 
leucorrhea and dysmenorrhea persisted. Again, pain continued to such a degree 
as to necessitate a second operation with radical removal of the remainder of the 
pelvie organs. In one instance a large ovarian cyst which necessitated removal 
formed within, six weeks of the fundal hysterectomy. Mayer does not feel that 
leaving one ovary with sufficient endometrial tissue necessarily ensures the con- 
tinuation of menstruation. On the other hand, even where both ovaries must be 
removed, he does not advocate hysterectomy in all cases, feeling that the fundus, 
if small and normal, can often be left with advantage. Fundal hysterectomy finds 
its greatest field in the treatment of certain types of fibroid tumors of the uterus. 


THEODORE W, ADAMS. 


Holtz, F.: The Results of Conservative and of Operative Treatment in the 
Chronic Phase of Salpingo-oophoritis. Acta Obstetrica et Gynecologica Scan- 
dinavica, 1926, iv, 347. 


A study was made of 1597 cases of salpingo-oophoritis, 80 per cent of which 
were reexamined after a period of observation of one to six years. Among 1072 
cases of salpingitis treated conservatively, 877 or 82 per cent were examined at 
a later date and of these 82 per cent had no recurrence and were perfectly able 
to work. Of 175 patients in whom pregnancy was possible, 47 or 27 per cent be- 
came pregnant. In the cases where the affliction had been unilateral, the incidence 
of pregnancy was 35.5 per cent and in the cases where it had been bilateral, it was 
20 per cent. 

Among 321 patients upon whom operation was performed, 2 died, a mortality of 
0.6 per cent. Of 267 patients examined after operation, 61.5 
pletely cured and 91.5 per cent were capable of working. 


per cent were com- 


The author concludes that in the iarge majority of cases of salpingo-oophoritis, 
treatment should be expectant and conservative but where this fails, operation is 
indicated. In febrile cases operation should be done when there seems to be a 
localized abscess, a general peritonitis, or a septie infection limited to the adnexa 
which does not yield to conservative therapy. Operation is also indicated in febrile 
cases when the diagnosis is not certain, especially when appendicitis is suspected, 
and in cases of chronic infection when the life of the patient is menaced, 

In afebrile cases one should operate where there is constant pain, recurrence of 
symptoms unless these again subside rapidly, and when one suspects tuberculosis, 
extrauterine pregnancy or malignant tumors, During the operation we should be 
very conservative. 

J. P. GREENHILL. 
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Mannheim.: Operative Treatment of Salpingo-oophoritis. Zentralblatt fiir 
Gynikologie, 1925, xlix, 1471. 


The present tendency is to operate only after three separate attempts at cure, 
each lasting approximately 12 weeks, and then only with due regard to other eondi- 
tions particularly in reference to child bearing. The author reports the results of 
294 eases in the last 10 years, and compares the results of radical with conserva- 
tive operation. In 45 per cent the etiology of the condition was not definite, but 
gonorrhea seemed definitely responsible for 50 per cent, septic infection for ap- 
proximately 6 per cent, and tubereulous infection 1.4 per cent. He believes with 
Asch that only complete removal of the diseased internal genitalia allows of com- 
plete cure in cases due to gonorrhea. As complication of operation the most 
frequent was infection of the abdominal wound, 7 per cent of the cases, while 
exudate from the stump was noted in 6.5 per cent, abscess formation in 2.5 per cent, 
intestinal and bladder fistulas in 2 per cent, and lung conditions in 1.5 per cent. 

Mannheim concludes that radical operation gives a greater per cent of cures 
than does conservative operation though the average duration of treatment is 
longer in cases radically operated upon. Secondary operations are relatively fre- 
quent in those operated on conservatively. 

The mortality is relatively the same in both forms of treatment and there is no 
difference in the frequency of resultant complications, but subsequent examination 
shows markedly better permanent results in those radically operated upon. A stormy 
menopause is relatively more likely after operation in the young than in the old, 
but is not to be considered as a contraindication. On all points the evidence is 
overwhelming in favor of radical as opposed to conservative operation. 

LITTLE. 


Fothergill, W. E.: Development of Vaginal Operations for Genital Prolapse. 
British Medical Journal, Feb. 18, 1926, p. 273-274. 


In 1831 Marshall Hall of London devised an operation which was _ performed 
for him by Heming. A large portion of the anterior wall was denuded between 
the cervix and the vaginal outlet. The margins of the wound were then sutured. 
In 1844, Killian operated by means of the triangular denudation of the anterior 
vaginal wall with the base toward the cervix. In 1866, Sims similarly excised an 
oval portion. Savage in 1858, Aveling in 1866, and Morton in 1869 used ineom- 
plete methods. Thomas, in 1872, made a small incision through which he inserted 
a blunt instrument to separate the bladder from the anterior vaginal wall. After 
that, anterior colporrhaphy became a recognized operation. 

In 1848, Huguier did a high amputation of the cervix by means of the scalpel. 
In 1866, Sims amputated the cervix closing the wound with sutures. Schroeder’s 
operation then came into use. 

Perineorrhaphy and colpo-perineorrhaphy seem to have been first developed 
sufficiently by Guillemeau, pupil of Paré. Dieffenbach published his work on 
perineorrhaphy in 1829. Roux followed in 1834 and Baker Brown in 1851, In 
1832, Fricke united the labia majora and called the operation ‘‘ Episiorrhaphy.’’ 
This later developed into perineorrhaphy and ecolpo-perineorrhaphy. Simon did a 
‘*Kolporrhaphia posterior’? in 1867. In 1864, Emmett denuded and sutured an 
oval portion of the posterior vaginal wall at one sitting, repairing the perineum at 
another. He combined the two operations in 1880. 

From 1874-1881, Hegar developed the operation to somewhat like its present form. 
Garrigues was the first to reeognize the value of this operation for rectocele and 
not for uterine prolapse. Present-day operations have been developed from these 
beginnings. 


L. A. STELTER. 
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Schubert, G.: The Operation for Prolapse and Fixed Retroflexion of the Uterus, 


Monatssehrift fiir Geburtshilfe und Gyniikologie, 1926, Ixxv, 69. 


Twelve years ago, the author described an operation which fixed the uterus 
in an anterior position by means of a transplanted band of fascia. He formerly 
used a piece of fascia from the fascia lata but now uses a preparation of the 
pericardium of an ox. The operation is carried out as follows: After perform- 
ing the necessary eystocele and rectocele operation, the abdomen is opened. The 
middle of the piece of fascia to be used is sewn to the uterus at the insertion of 
the uterosacral ligaments. The inguinal canals are then pierced with clamps and 
the free ends of the fascial strip are pulled through these canals. The uterus 
is drawn up into an anterior position and the fascial ends sewn to each other over 
the fascia of the recti muscles. 

Of the 100 patients operated upon by this method, 92 were traced. Two of the 
patients died soon after the operation, one on the day after operation of hemor- 
rhage and the other on the 12th day of embolism, Among the remaining 90 
there was not a single recurrence even though 15 of them had gone through a 
pregnancy. In all the examined women, the uterus was anteflexed. The advantage 
of this operation is that in addition to its assurance against a recurrence, it ean 
be performed at any age without regard to the reproductive funetion of the patient. 


J. P. GREENHILL. 


Benthin, W.: Prolapse Therapy. Monatsschrift fiir Geburshilfe und Gynikologie, 
1927, Ixxv, 384. 


In mild eases of prolapse of the uterus, Benthin advocates the Alexander-Adams 
operation regardless of age, but the uterus must be movable and not abnormally 
enlarged. If there is weakness of sphincter control, and the patient is near or past 
the menopause, a vaginal fixation operation should be performed. Where the 
uterus is very large, neither of these operations should be done. In such eases the 
cervix should be fixed to the abdominal wall after amputating the body of the 
uterus. In eases of marked deseensus with cystocele formation, and in cases of 
actual prolapse, the type of operation to be performed depends upon the age of 
the patient. In patients who are in the reproductive period, an abdominal cervical 
fixation should be done but in women past the menopause, this operation or an inter- 
position operation may be performed. The latter operation should be done only 
when there is advanced sphincter weakness. 

J. P. GREENHILL. 


Bonney: An Operation for Creating an Abdominal ‘‘Shelf’’ in Certain Cases of 
Visceroptosis in Women. Lancet, 1926, ecxi, 487. 


The symptoms complained of by patients suffering from this form of visceroptosis 
are a sense of weakness preventing any prolonged exertion; backache, and pain 
referred to the lateral parts of the lower*abdomen in the region of the appendix 
and ceeum on the right side, and the point where the colon crosses the pelvie brim 
on the left side. This pain which is evoked by standing and exertion, and which 
disappears with reeumbency is probably due to a drag on the ovariopelvie liga- 
ments. 

The writer feels that the downward extension of the peritoneal cavity plays an 
important part in the mechanism of defecation because it permits pressure to be 
brought to the upper part of the rectum by the intestinal coils forced into the 
pouch during straining. 

The operation is a combined operation for direct ventrofixation and round liga- 
ment shortening. A puckering suture is run along each round ligament starting 
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about an inch from the point where the ligament leaves the abdominal cavity 
and ending at the attachment of the ligament to the uterus. The suture should 
be passed through the ligament itself. The ends are then tied and left long. These 
long suture ends are then carried out through the internal inguinal ring between 
the external rectus sheath and the rectus muscle toward the line of incision, much 
as is done in the suspension operation when the round ligament is brought through 
the internal inguinal ring and between the reetus sheath and muscle. Traction of 
these sutures pulls the pleated part of the round ligament against the abdominal 
wall to which they are subsequently fixed by passing the two ends of each suture 
through the aponeurosis at either side and tying them there. The uterus itself is 
now attached by passing two silk sutures through the upper anterior wall and 
through the aponeurosis and peritoneum on either side of the wound. Before tying, 
a mattress suture is taken on either side between the peritoneum of the anterior 
abdominal wall and the region of the cornua of the uterus. 

This procedure results in the formation of a partition running transversely 
across the abdominal cavity entirely separating it from the uterovesical space. 
This partition in a standing posture forms a shelf on which the intestines rest. The 
intestinal pressure is directed downward and backward into an opened eculdesae or 
Douglas’ pouch. NORMAN F, MILLER. 


Beuttner, Oscar: The Examination of the Appendix and the Indications for 
Appendectomy in the Course of 1400 Gynecologic Laparotomies. Presse Médi- 
cale, 1924, No. 97, p. 958. 


In this series, the appendix was not inspected in 121 eases. In the others, it 
was macroscopically normal in 1063 instances and macroscopically abnormal in 
216; all in the first group were left in situ, while some of the latter group were 
excised. One hundred of these excised appendices were studied histologically; of 
these, 63 were found to present lesions, while 37 were normal. In only four of these 
100 cases did the author consider that appendectomy was absolutely indicated. He 
found very little correspondence between the macroscopic appearance and the 
microscopic picture, so that in difficult cases he does not hesitate to leave the 
appendix, even though it is macroscopically altered. He would consider the re- 
moval of an appendix presenting little or no macroscopie change only if the history 
pointed definitely to past appendiceal trouble, or if the patient insisted on its 
excision. 

The author, in eighteen years, has never encountered a ease of appendicitis in 
a patient previously subjected to gynecologic intervention. He feels that routine 
appendectomy in the course of gynecologic laparotomies is not justified, on account 
of the additional risk (even though slight). Furthermore, he is not as yet con- 
vineed that the appendix has no funetion. E, L. KING. 


Faure, J. L: Appendicitis Again! Presse Médicale, 1924, No. 101, p. 1001. 


Faure vigorously protests against Beuttner’s conclusions, in his article in the 
same journal two weeks previously. Faure contends that the French gynecologists, 
being general surgeons as well, have occasion to examine many more appendices than 
gynecologists of the German school, to which Buettner belongs. Consequently, the 
opinions of the former, based on numberless observations, are of more value than 
those of the members of the latter school. The author also lays more stress on 
a careful macroscopic study of the whole organ, splitting it from end to end, than 
on a microscopic examination, in which one or two slides are examined. He feels 
that four-fifths, or even nine-tenths, of the appendices encountered in abdominal 
work are altered and diseased, and should be removed if this can be done without 
subjecting the patient to serious risk, E. L. KING. 
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Watkins, Thomas J.: Vesicovaginal Fistula. Utilization of Thorough Dissec- 
tion of the Anterior Vaginal Wall for Closure. Surgery, Gynecology, and 
Obstetrics, 1925, xl, 274. 


Closing vesicovaginal fistulas through dissection of the anterior vaginal wall, 
always gives a good exposure, supplies a maximum amount of mobilization and eon- 
serves tissue. Retraction and fixation of the injured tissues in chronie cases is an 
important factor in the pathology and the operative treatment, especially when 
the sphincter is involved. Deep lateral dissection and firm suture may establish 
urinary continence in eases in which the sphincter seems to be irreparably damaged. 

With this article there are five illustrative plates which thoroughly demonstrate 
has excellent sphincter control. Wm. C. HENSKE. 


Darner, H. Lauran: An Operation for Rectovaginal Fistula Complicated by a 
Third Degree Tear. Surgery, Gynecology and Obstetrics, 1927, xliv, 105. 


The cutting across of the remnant of the perineal body as a primary step in 
operations on lesions of this type is a rather radical procedure inasmuch as it 
destroys the one intact structure bridging the defect. In the case reported it 
served so admirably as an anchorage for the anterior rectal wall that its preservation 
was of the utmost importance. In view of the marked mobility of the anterior 
rectal wall and the fact that there is often a rectocele pouch as in the present 
case, the rectum as far as the upper margin of the fistulous tract can be drawn 
down without the slightest tension. 

Beginning at the lower margin of the carunculae myrtiformes on each side an 
incision was made along the mucocutaneous border as far as the level of the 
sphincter dimpling. It was then carried around the upper border of the fistulous 
tract, care being taken to incise only the vaginal mucous membranes. A pair of 
irideetomy scissors was found of the utmost value in doing the finer dissection about 
the fistulous tract. By keeping lateral to the midline sear tissue band the lateral 
vaginal and rectal walls were easily separated by blunt dissection well up into the 
rectovaginal septum. Along the course of the sear tissue band, the rectum and 
vagina were so adherent that a definite line of cleavage could not be found and the 
dissection had to be done very carefully by sharp dissection. The upper edge of 
the fistulous tract in the reetum was now freshened by eutting away a few milli- 
meters of the edge. Two Allis clamps were then passed through the anal orifice 
and the upper edge of the fistulous tract in the anterior rectal wall grasped and 
drawn down to the anal orifice. This could be done with absolutely no tension. 
The under surface of the intact perineal bridge was then denuded of mucous mem- 
brane and the drawn-down rectal wall sutured to the anterior portion of the anal 
orifice by means of numerous interrupted sutures of No. 00 chromic eatgut. 

The perineum was again cleansed and posterior colporrhaphy and suture of 
the sphincter muscles carried out. The levator muscles and fascia were then drawn 
together with three figure-of-eight sutures of No. 3 chromie catgut, each of these 
sutures being eaught in the anterior rectal wall so as to relieve an unnecessary 
tension on the site of the rectal sutures. The redundant vaginal mucosa whieh 
ineluded the vaginal opening of the fistula was then excised and the eut edges, to- 
gether with the superficial perineal muscles and fascia, drawn together with several 
continuous sutures of No. 2 plain catgut. 

Defeeation was prevented during the first 10 days. The perineal incision, except 
for a few superficial areas of separation, has healed by first intention. On the 
eleventh day she was given a large retention enema of olive oil. At the same time 
she was given mineral oil by mouth followed the next morning by a saline cathartic. 
Twelve hours later, there was a copious semi-solid stool. The patient since operation 
the operative technic, Wm. C, HENSKE. 
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Maiss: Fistulas After Vaginal Extirpation of the Uterus. Monatsschrift fiir 
Geburtshilfe und Gyniikologie, 1925, Ixix, 90. 


Vaginal extirpation of the uterus is attended by more complications than any 
other gynecologic operation. Among 583 vaginal panhysterectomies, the author 
had a primary mortality of 2.4 per cent and six fistulas, of which four were 
ureteral, one a rectovaginal and one an intestinovaginal. The bladder was injured 
a number of times but in no ease did a fistula result. 

It is known that after the occurrence of ureteral fistulas the corresponding 
kidneys undergo degeneration. This is due essentially to a slow but constant 
increase in pressure in the renal pelvis and to ascending infection, Atrophy of the 
kidney usually occurs within a few months. Because of the danger to the kidney 
in cases of ureteral fistulas attempts should be made to implant the ureters. Before 
doing this, the urine must be examined to make certain there is no damage or 
infection of the kidney. After implantation, the patients must be carefully 
observed for a period of three years, since atrophy of the kidney may occur. At 
operation special precautions should be taken to avoid strictures of the ureter. 
If implantation cannot be performed because the fistula is too high, it is best to 
ligate the ureter and tie a true knot in it above the ligature, because a ligature 
may cut into the ureteral lumen and produce a fistula. The author advocates the 
use of catgut rather than of nonabsorbable sutures for all fistulas, 

J. P. GREENHILL. 


Hijelt, S.: The Treatment of Postoperative Retention of Urine. Acta Obstetrica 
et Gynecologiea Secandinaviea, 1926, v, 89. 


On the basis of a study of 125 cases of postoperative retention of urine, the 
author believes that the intravenous administration of a 10 per cent solution of 
urotropin is very helpful. In this series, the treatment failed in 10 cases. Marked 
tenesmus occurred in 4 per cent and hematuria in 2.8 per cent after the injections 
of urotropin. To avoid these complications, not more than 3 ¢.c. of the solution 
should be given. 


J. P. GREENHILL. 


Chauvin, E., Esmenard and Jaur: Research on the Roéle of Blood Coagulability 
in the Production of Postoperative Phlebitis. Gynécologie et Obstétrique, 
1926, xiii, 124. 


Many conflicting theories are advanced to explain the occurrence of postoperative 
phlebitis. Schikelé finds in the uterus and ovaries anticoagulants, to the lack of 
which he attributes phlebitis following removal of these organs. Fellner, on the 
other hand, shows that they contain strong cougulants, which, liberated into the 
blood stream at operation, cause clot formation. 

The authors studied the coagulation time before and after operation in 25 eases, 
varying from simple to very radical procedures. They conclude that there is no 
notable change before and after, and that neither the seriousness of the operation 
(excluding serious hemorrhage) nor the anesthesia, are important factors. In a 
study of 8 cases of postoperative phlebitis, there was a constant increase over the 
normal coagulability, varying from one minute to two minutes and five seconds. 
Control tests were made on operative cases recovering normally. These findings 
indicate that postoperative thrombosis, which has nothing in common in its mechan- 
ism with the coagulability of the blood, should not be attributed to increased 
coagulability dependent on operation. 


GoopricH C, SCHAUFFLER. 
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Peterson, E.: Acute Intestinal Occlusion After the Gilliam Operation. Acta 
Obstetrica et Gynecologica Seandinavica, 1927, vi, 13. 


The author reports three cases of acute intestinal obstruction which oceurred 
after Gilliam suspension operations. These three cases occurred in a series of 256 
Gilliam operations performed in Denmark between 1920 and 1925. Other eompliea- 
tions noted in this series were abdominal adhesions and severe hemorrhage after 
abortions in the suspended uteri. In view of these facts the author feels that the 
Webster and the Alexander-Adams operations are preferable because they are 
safer. The latter operation should be performed when it is certain that the adnexa 
are normal, J. P. GREENHILL. 


Markus, B.: Ileus After Ventral Fixation. Monatsschrift fiir Geburtshilfe und 
Gyniikologie, 1925, Ixviii, 271. 


A forty-one year old patient who had had a ventral fixation in 1916 had symptoms 
of acute intestinal obstruction in 1923. Laparotomy was performed and the uterus 
was found attached to the peritoneum by a bridge of tissue about 8 em. above the 
symphysis. In the space between the uterus and the abdominal wall a piece of 
small intestine was compressed. The uterus which was freed from the abdominal 
wall was removed with the adnexa, The compressed piece of intestine regained 
its normal appearance and therefore was not resected. Four months later the 
patient had another attack of acute intestinal obstruetion and a second operation 
was performed. A gangrenous mass of small intestine was found rotated around 
a scarred area in the mesentery, which had been seen at the first operation. Eighty- 
five centimeters of intestine were resected and the patient recovered. 

The author found in the literature only eight cases of ileus after a ventral 
fixation but he believes many cases have not been reported. Among all the methods 
of elevating the uterus he prefers the Alexander-Adams operation. In multiparas 
this is always combined with a plastie operation on the perineum. 

J. P. GREENHILL. 


Ferber: Some Bad Results in Gynecologic Operations. Medical Journal of 
Australia, 1927, i, 115. 


The author discusses in a very satisfactory manner the pros and cons of the 
more common gynecologic operations. His feeling regarding salpingectomy for 
inflammatory conditions is especially interesting. Thus he states that: ‘‘The 
prayerful expectant treatment adopted by patients or practitioners only too com- 
monly results in the formation of pus collections in the pelvis, tubes and ovaries, 
adhesions, destructions of the ovaries and so on. This results in an operation of 
magnitude with the tissue left behind damaged both by the operation and by 
the inflammation.’’ He feels further that: ‘*The pendulum of delay has swung 
too far and deductions have been drawn from statisties from the point of view of 
mortality without sufficient consideration being made of resultant morbidity.’’ 
‘‘The time has arrived,’’ he believes, ‘‘when we should readjust our ideas with 
regard to early interference at least in cases of gonococcal infection.’’ 

He feels that the bad results attributable to supravaginal hysterectomy are 
pain and persistence of discharge and the development of malignant tumors in the 
cervical stump. Supravaginal hysterectomy is only a half completed operation 
and the cervix should be coned out from above in every case in the absence of 
definite contraindications. If this cannot be done easily, removal of the cervical 
canal through the vagina should be performed either at the time or later as con- 
sidered desirable in each individual ease. 

NorMAN F. MILLER. 
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Cooke: A Study of the Factors Influencing Mortality and Morbidity Following 
Gynecologic Laparotomies. The American Journal of Surgery, 1927, iii, 473. 


Cooke deals with the problem of mortality and morbidity following laparotomy 
by standardizing the selection of cases, preoperative preparation, speed, and gentle- 
ness of operation, postoperative care, ete. He was able to show a mortality de- 
crease from 1.00 per cent to 0.75 per cent where speed was reduced, and a decrease 
of 0.75 per cent to 0.11 per cent where gentleness was practiced. In a series of 
400 laporatomies where all rules were observed the mortality rate was nil, 

WILLIAM KERWIN. 


White, Clifford: Instruments Left in the Peritoneal Cavity. Journal of Obstet- 
trics and Gynecology of the British Empire, 1923, xxx, 601. 


Immediate removal, the patient’s condition permitting, is the best treatment 
for foreign bodies left in the abdominal eavity at operation. If removal at once 
is impossible or the loss of the instrument is not noted there seems to be no 
grave risk from a few days delay. A blood soaked sponge is more likely to 
cause the rapid onset of peritonitis than a solid instrument. The use of long 
gauze rolls reduces the likelihood of this accident. The fewer instruments, par- 
ticularly small instruments, used in an operation the less common is accident. 
Towel clips should be replaced by sutures. 

Twenty-nine of 44 foreign bodies left in the abdomen were artery forceps. 
Eleven of the 44 patients died. In seven of nine fatal eases the foreign body had 
been in the abdomen at least a year. Of the 33 cases recovering, the foreign 
body was removed at a second operation in 26. This operation was done within 
a few hours in five cases, within 48 hours in four, within a few weeks in eight 
eases and after six months in the remaining 16. H. W. SHUTTER. 


Miscellaneous 


Worthington, George E.: Compulsory Sterilization Laws. Journal of Social 
Hygiene, 1925, xi, 257. 


Sterilization bills have been passed by sixteen states from March 30, 1905, to 
January 1, 1925. In seven states these laws were declared to be unconstitutional, 
and in other states the laws have been practically unused. 

The three general types of sterilization laws are given as punitive, therapeutic, 
and eugenic. Legislation for sterilization is not considered as a practical measure 
at the present time. Dr. Fernald has shown that only 50 per cent of feeble-minded 
owe their defect to heredity, the rest being due to accidents of birth or infectious 
disease during the first two years of life. There is no proof that the 50 per cent 
of defectives transmit this condition to their offspring. The modern psychiatrist 
thinks of feeble-mindedness as a complex problem. Segregation would be unwise 
economically as well as socially. Legal objections to sterilization laws are that (1) 
they are in advance of public opinion; (2) violate the billof rights contained in our 
federal and state constitutions; (3) that there is no adequate legal classification 
sufficiently describing persons who should be subject to compulsory sterilization ; 
(4) compulsory sterilization of defective degenerates will prevent their segregation 
in institutions. 

Arguments in favor of sterilization are: (1) Socially inadequate persons are a 
menace to the next generation. (2) The protection to future generations provided 
by compulsory sterilization is a sound public policy. (3) The right and duty of 
self defense apply to nations as well as to individuals, and nations must defend 
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themselves against racial degeneration. (4) Regardless of laws of heredity there 
are numbers of habitual criminals who should be prevented from procreating be- 
cause of their unfitness for rearing children. 

California is the only state in which sterilization has been used to any extent, and 
for the most part these operations have been therapeutic. ADAIR. 


Giles: The Need for Medical Teaching on Birth Control. Lancet, 1927, cexii, 165. 


Authoritative teaching on the subject of birth control is necessary for two 
principal reasons: (1) such advice is necessary from a medical point of view 
in many eases; (2) the general publie already knows considerable about birth 
control and is anxious to know more and such instruction should come from medieal 
men, 

The medical reasons for birth control are numerous. Some of them are: 
Heritable diseases in either parent, such as syphilis, tuberculosis, and mental dis- 
suse. Diseases that make childbearing dangerous to the mother, including heart 
disease, tuberculosis, nephritis. Conditions that obstruct labor, ineluding con- 
tracted pelvis, tumors or other abnormalities. Previous difficult or dangerous de- 
liveries. Childbearing in excess of a woman’s strength. Each of these reasons 
is discussed by the writer, as are also the economie grounds for birth control. 

The writer mentions the following methods as being already adopted: 
Abstinence; restriction of intercourse to the ‘‘safe period’’; prevention of entry 
of spermatozoa into the vagina or coitus interruptus; mechanical prevention of 
entry of spermatozoa into the uterus; chemical methods of prevention of entry 
of spermatozoa; surgical methods. The two main drawbacks to the general 
principle of birth control are the disadvantage to a country from a falling birth 
rate, and restrictive methods adopted in the beginning of married life, resulting 
in self-indulgence, selfishness, ete. The writer considers the least harmful plan 
that of restricting intercourse to the so-called safe period, while of the mechanical 
means he considers the condom as probably the least objectionable. Coitus inter- 
ruptus is particularly detrimental to the woman’s health. In mechanical methods 
the prolonged use of quinine pessaries may result in ultimate permanent sterility. 
Certain pessaries produce an ascending metritis and salpingitis. 

It is advised that the medical profession lay down indications for birth control 
and point out its limitations. NORMAN F. MILLER. 


Sison, H. A.: Maternal Mortality Among Filipinos. Journal of Philippine Islands 
Medical Association, 1926, vi, 32 


vel. 


The rate of maternal mortality among the Filipinos is exeessively high. The 
greatest mortality is caused by puerperal septicemia and puerperal hemorrhage, 
Which together form 72.87 per cent. The mortality rate of puerperal hemorrhage 
is exceedingly high. The predisposing causes of this state of affairs are the 
following: (a) the faulty position the, Filipino frequently assumes while at 
rest; (b) the inadequate care of pregnancy, labor, and especially of the puerperium; 
(ce) the frequency of malnutrition on account of insufficient and faulty diet and 
lack of outdoor exercise; (d) frequent succession of pregnancies; (e) violent 
efforts to express the placenta before its complete separation; (f) tardy in- 
stitution of proper treatment by an expert. Only 25.19 per cent of the deliveries 
are assisted by the physician, 19.94 per cent by the midwives, and the rest solely 
by the family. 

Better training of physicians in obstetries is needed. The masses should be 
educated in the necessity for prenatal and postnatal care, in the rudiments of 
asepsis, and the dangers of being assisted by ignorant persons or by half-taught, 
unscrupulous professionals. C. O. MALAND. 
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Cotte, Gaston: Has Hypogastric Sympathectomy a Place in Gynecologic Therapy? 
La Presse Médicale, Paris, 1925 (Jan. 24), p. 98. 


Many gynecologic patients complain of dysmenorrhea, dyspareunia, ete., in 
spite of the fact that little or no pelvie pathology can be discovered on examination. 
Many of these so-called functional troubles bear the marks of profound alterations 
of the nervous system. The female pelvie organs are exceptionally well supplied 
with fibers from the sympathetic system, and it appears reasonable to assume that 
preventing reflexes from reaching the organs might cure some patients complaining 
of these disorders. Jabulay, in 1898, suecessfully operated upon two patients 
with pelvie neuralgia and vaginismus; in one patient he reseeted the sacral 
sympathetic chain, in the other he rolled the rectum forward, and thus tore the 
branches going from this chain to the hypogastric plexus. Sinee then, others 
have reported successful results following similar operative procedures. 

Cotte reports in detail two cases successfully treated by him by bilateral 
hypogastric periarterial sympathectomy. The first patient complained of dysmenor- 
rhea and menorrhagia; the second of menorrhagia and dyspareunia. The first 
cure was of fourteen months’ duration at the time of the report; the second, 
ten months. In other instances the results have been very satisfactory, but the 
operations were of recent date. He feels that in some cases resection of the 
presacral or the hypogastric nerves will suffice, and will be much simpler of execution, 


E. L. Kina. 


Item 


American Gynecological Society 


At the fifty-third annual meeting held at Washington, D. C., May 
Ist, 1928, Dr. C. Jeff Miller, of New Orleans, La., was eleeted presi- 
dent, Dr. Charles C. Norris, of Philadelphia, first vice-president, and 
Dr. W. C. Danforth, of Evanston, Ill., second viee-president ; Dr. Floyd 
E. Keene, of Philadelphia, Pa., secretary, and Dr. Fred L. Adair, of 
Minneapolis, Minn., treasurer. 


Books Received 


OPERATIVE SURGERY. By J. Shelton Horsley, Attending Surgeon, St. 
Elizabeth’s Hospital, Richmond, Virginia. With 576 original illustrations. Third 
edition. St. Louis, The C. V. Mosby Company, 1928. 


GYNECOLOGY. By Howard A. Kelly and Collaborators. D. Appleton and 
Company, New York, 1928. 


RADIUM IN GYNECOLOGY, By John G,. Clark and Charles C. Norris, Phila- 
delphia. With 49 illustrations. J. B. Lippineott Company, Philadelphia, 1928, 


PATHOLOGICAL PHYSIOLOGY OF INTERNAL DISEASES. Functional 
Pathology. By Albion Walter Hewlett. Revised in memoriam by his colleagues, 
under the editorial supervision of George DeForest Barnett. With 164 illustrations. 
D. Appleton and Company, New York, 1928. 


ANTE- AND POSTNATAL CHILD HYGIENE. By W. M. Feldman, Senior 
Physician to St. Mary’s Hospital for Women and Children, ete. With 161 il- 
lustrations and 14 plates including over 100 portraits. John Bale, Sons & Dan- 
ielsson, Ltd., London, 1927. 


ARS MEDICI. The Journal of the American Medieal Association of Vienna. 
Review and Abstracts of All Branches of Foreign Medical Literature. Edited by 
Dr. M. Ostermann. Volume v, 1927. 


UNIVERSITY OF IOWA STUDIES. Volume III. No. 1. Published by the 
University, Iowa City, Iowa, 1927. 

LE DRAINAGE EN CHIRURGIE ABDOMINALE,. Par les docteurs F. M. 
Cadenat et M. Patel, la faculté de medéecine de Lyon. Libraire Octave Doin, Paris, 
1928. 


TRAITE De GYNECOLOGLIE MEDICO CHIRURGICALE, Par J. L. Faure et 
Armand Siredey. Quatriéme édition, revue, corrigée et augmentée. Avec 637 
figures, dont 288 en coleurs dans le texte et six planches en chromotypographie hors 
texte. Libraire Octave Doin, Paris, 1928. 

BIOLOGIE UND PATHOLOGIE DES WEIBES. WHerausgegeben von Josef 


Halban und Ludwig Seitz. Lieferung 41. Urban und Schwarzenberg, Berlin und 
Wien, 1928. 

GEBURTSHILFLICHE UND GYNAEKOLOGISCHE THERAPY. Von Dr. 
Georg Burekhard, Professor der Geburtshilfe und Gynaekologie an der Universitaet 
in Wuerzburg. Verlag von Urban und Schwarzenberg, Wien, 1928. 

LEHRBUCH DER HEBAMMENKUNST. Von Dr. B. 8S. Schultze. 16. 
Auflage, neu bearbeitet von Dr. v. Miltner. Verlag von Wilhelm Engelmann in 
Leipzig, 1928, 

COMMUNICABLE AND OTHER DISEASES. Medical Department of the 
United States Army in the World War. Volume IX. U. 8. Government Printing 
Press, Washington, D. C., 1928. 

CARDIOPATHIES ET GROSSESSE. retresissement mitral. Par J. 
Sejourne. Avec 22 figures dans le texte et 4 planches hors texte. Libraire Octave 
Doin, Paris, 1928. 

HANDBUCH DER INNEREN SEKRETION. Herausgegeben von Dr. Max 
Hirsch. JIJ Band, Lieferung 4. Verlag von Curt Kabitzsch. Leipzig, 1928. 
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